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CARE OF THE CANCER PATIENT : ADEQUATE OR INADEQUATE? 





because 

vitamin deficiencies 
tend to be multiple... 
give your pos toperative 
patient the protection of 


MYADEC 


high-potency vitamin formula with minerals 





It is generally agreed that after surgery, or at other times of 
physiologic stress, vitamin reserves may be depleted. MYADEC 
helps to correct such deficiencies. Just one capsule daily 
supplies therapeutic potencies of 9 vitamins, plus various 


minerals normally found in body tissues. MyADEC is also valuable 
for the prevention of vitamin deficiencies in those patients 
whose customary diets are lacking in important food factors. 
Each MYADEC capsule contains: 

Vitamins: Vitamin B,, crystalline—5 mcg.; Vitamin B, (G) 
(riboflavin)—10 mg.; Vitamin B, (pyridoxine hydrochloride) — 
2 mg.; Vitamin B, mononitrate— 10 mg.; Nicotinamide 
(niacinamide)— 100 mg.; Vitamin C (ascorbic acid) —150 mg.; 
Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 meg.) 
1,000 units; Vitamin E (d-alpha-tocopheryl acetate concentrate) 
—5 1.U. Minerals (as inorganic salts): lodine—0.15 mg.; 
Manganese — | mg.; Cobalt —0.1 mg.; Potassium—5 mg.; 
Molybdenum—0.2 mg.; lron—15 mg.; Copper—1 mg.; Zinc 

— 1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus 
—80 mg. Bottles of 30, 100, and 250. 
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Re: New Nonsteroid Chemotherapy of 
RHEUMATOID ARTHRITIS 


Dear Doctor: 


The “ideal” drug for rheumatoid arthritis would be “...one that 
is effective in the majority of those afflicted, and of such 

low toxicity that it can be given, in an effective dosage, for as 
many years as may be necessary to control the 

disease process in any given patient.” 


The two drugs that currently come closest to the definition of 


Pe 


“ideal” are aspirin and Plaquenil®. The outstanding safety 

of aspirin and its effectiveness in the treatment of persons with 
rheumatoid arthritis have been firmly established for 

decades. Recent clinical studies, extending over periods of 
from one to five years, have demonstrated that Plaquenil 
inhibits rheumatoid disease in the majority of patients’ and 
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that it is ‘“... the least toxic of its class... 


PLANOLAR* is a combination of Plaquenil and aspirin; each 
tablet contains 60 mg. of Plaquenil sulfate and 300 mg. (5 grains) 
of aspirin. An average initial dosage of 2 PLANOLAR tablets 
two or three times daily produces prompt relief of pain and 
discomfort in the majority of patients while initiating effective 
long-term therapy of the rheumatoid arthritic process. 


Our PLANOLAR brochure contains a complete report 
of clinical experience and side effects as well as more 
detailed information on dosage. May we send you a copy? 


Sincerely yours, 
WINTHROP LABORATORIES 





1. Bagnoll, A. W.: Antimalarial comp id disease, 
Conod. M.A.J. 82:1167, June 4, 1960. 

2. Cornbleet, Theodore: Discoid lupus erythematosus treated with 
Plaquenil, A.M.A. Arch. Dermat. 73:572, June, 1956. 


*Planolar, trademark 


Plaquenil (brand of hydroxychloroquine), 
trodemork reg. U.S. Pat, Off, 
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When the evidence indicates ja alole)daliaalel-lei(-ms-jel-|-1aa8 


good judgment can render it “null and void” 
by a ruling in favor of 
dependable autonomic sedation 


DONNATAL .. 


Capsule or tsp, In each 
TABLETS + CAPSULES + ELIXIR - EXTENTABS 


(5 cc.) of Elixir Extentab 
Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 


Natural belladonna alkaloids in optimal synergistic ratio, plus phenobarbital Gr Rein Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 


A. H. ROBINS CoO: INC., Richmond 20, Virginia Phenobarbital (% gr.) 16.2 mg. (% gr.) 48.6 mg. 











ainful skeletal muscle spasm 


ROBAXIN = 


INJECTABLE ano TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


April, 1961 


Relaxation — obtained within minutes with Rosaxin Injectable. 
— maintained without drowsiness with Ropaxin Tablets. 


Nine published studies show: 
Beneficial results in 90% of cases of skeletal muscle spasm with RoBaxIn. 
Clinical responses to RoBAXIN therapy, as reported by investigators: 


“marked” in 26 out of 33 patients, moderate in 6...' “pronounced” in 37 out of 58 
patients, moderate in 20...° “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2...° “significant” in 27 out of 30 
patients ...° “gratifying” in 55 out of 60 patients ...* “effective” in 32 out of 32 
patients...” “marked” in 27 out of 46 patients, moderate in 6...‘ “good” in 57 out 
of 60 patients, moderate in 3.'° 


Rosaxin exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,”’® and permits patients to retain 
concentration and awareness.* 


For immediate relaxation of acute skeletal muscle spasm: 


—each ampul containing 1.0 Gm. of methocarbamol in 
10 ce. of sterile solution. 


Robaxin® Injectable 


For initiating therapy or maintaining relaxation induced by Rosaxtn Injectable: 
Robaxin® Tablets — 0.5 Gm. (white, scored) in bottles of 50 and 500. 
Also available: When pain and spasm require concurrent analgesic and relaxant action: 
Robaxisal Tablets —Robaxin with Aspirin 

—and for skeletal muscle relaxation with more comprehensive analgesia: 
Robaxisal°— PH —Robaxin with Phenaphen® 


Literature available to physicians on request. 


REFERENCES: 1. Carpenter, E. B.: Southern M.J. 51:627, 1958. 2. Forsyth, H. F., J.A.M.A. 167:163, 1958. 3. Hudgins, 
A. P.: Clin. Med. 6:2321, 1959. 4. Grisolia, A., and Thomson, J. E. M.: Clin. Orthopaedics 13 :299, 1959. 5. Lewis, W. B.: 
California Med, 90:26, 1959. 6. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 167:160, 1958. 7. Park, H. W.: J.A.M.A. 
167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78:531, 1958. 9. Poppen, J. L., and Flanagan, M. E.: J.A.M.A. 171:298, 
1959. 10. Schaubel, H. J.: Orthopedics 1 :274, 1959, 
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Making today’s medicines with integrity ... seeking tomorrow’s with persistence 


Say you saw it in the Journal of the Michigan State Medical Society 





Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules ...——__, 


Meprospan’ |} 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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for 
balanced 
diure sis in: 


cardiac edema - congestive 
heart failure - premenstrual 
tension - edema of pregnancy 
toxemia of pregnancy - obesity 
often invaluable in: epilepsy 


Meniére’s syndrome - glaucoma 


Ample diuresis for the commonly 
seen edematous patient...gentle... 
without excessive distortion of 
mp ti: or normal water patterns 

..without effect on blood pressure. 


Scored tablets bes hi mg. to * sa dec for romcnera use. 


DIAN MOX 


Acetazolamide Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York CED 
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Every American is brought up with a knowledge that 
as Americans we have certain inalienable rights. 


President’s Page As Doctors of Medicine, we have no special rights, 


but have been granted many privileges after taking a 

prescribed training in the science of medicine and have 

passed certain examinations to make sure that we are 

qualified. With these privileges, naturally, come obli- 

NOW IS THE TIME gations and duties that go far beyond the requirements 

of law. If there were only financial rewards, many of us 

TO SHOW OUR THANKS would not be in or stay in the practice of medicine, | 


am sure. 


The greatest joy that comes to doctors is being a 
part of the lives of people; oneness with them in pain 
and sickness, and a feeling of elation when they make 
satisfactory progress toward health. 


Medicine has been good to me. If this were not so, 
| could not give my whole heart to everything that 
elevates the practice of medicine. Our new MSMS head- 
quarters building in Lansing will always be a symbol of 
the dignity of Michigan Doctors of Medicine who are 
trying to promote better health and care for all people 
in our State. 


With adequate working space and a highly trained, 
willing staff, we are now in a better position to promote 
postgraduate medical training, to give better health in- 
formation to our citizens, to assist our medical schools in 
training better doctors, and at the same time to interest 
more and better trained younger men in medical science. 


Our new home in Lansing is attractive without being 
ostentatious. Without doubt, it lends dignity to the 
medical profession. My duty as an MSMS member calls 
on me to give a small annual fee to complete this build- 
ing, but in addition it is my pleasure to contribute sub- 
stantially to furnish this home because “Medicine has 
been good to me,’ to quote W. S. Jones, M.D., of 
Menominee, Chairman of our new building committee. 
| believe there are a good many doctors in our State 
who also feel that Medicine has been good to them, and 
now we all have an opportunity to show our thanks by 
giving a special contribution to help furnish this home 
which will always be a credit to the Doctors of Michigan. 


JMSMS 





New Headquarters 
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Five additional gifts to the MSMS Headquarters Building have 
been announced. 

W. S. Jones, M.D., and Mrs. Jones of Menominee, chairman of 
the MSMS new building committee and a past president of the So- 
ciety, has contributed $1,000. 

The Shook family has presented $1,000 in memory of the late 
Ralph W. Shook, M.D., Kalamazoo, long-time chairman of the Fi- 
nance Committee of the MSMS Council before his death in 1959. 


Mrs. L. Fernald Foster, Detroit, contributed a $1,000 memorial 
honoring long-time MSMS Secretary, L. Fernald Foster, M.D., who 
passed away May 27, 1959. 

The fourth recent gift of $1,000 was received from the Bruce Pub 
lishing Company, St. Paul and Minneapolis, publishers of the MSMS 
JOURNAL. 

A gift of $500 has been accepted from Wellman Press, Inc., of 
Lansing. 


These gifts and others already announced were gratefully received 
by The MSMS Council on behalf of the total membership. Other 
gifts and memorials are welcome and will be used for special equip- 
ment required in the new headquarters building. 


Come to Dedication, 


Dr. Askey to Speak 


The detailed program for the dedication of the new MSMS Head- 
quarters Building is being completed now for Sunday, June 4. 

All members of MSMS and their ladies are urged to attend the 
event. Special invitations are being extended to the members of 
the MSMS House of Delegates and to The MSMS Council. 

An impressive dedication program will begin at 3 p.m. The 
preliminary plans were approved by The Council and are now being 
implemented by the Big Look Committee, The Council and the MSMS 
officers. 

The major speaker at the dedication will be E. Vincent Askey, 
M.D., of California, president of the American Medical Association 
He has accepted an invitation from MSMS President Kenneth H. 
Johnson, M.D., to participate in the ceremony. 

Preceding the dedication program will be a flag-raising ceremony 
at 2:30 p.m. 

The Sunday, June 4, program will be the major event; however, 
a series of open-house programs will follow for leaders in govern- 


ment, the health field, community affairs and other areas of activity. 








Three Detroiters—presidents of 
national groups—admire their 
President's Awards: Martin H 
Hoffman, M.D., Central Neu- 
ropsychiatric Association; Mrs 
William G. Mackersie, Wom- 
an’s Auxiliary to the American 
Medical Association, and C 
Paul Hodgkinson, M.D., Amer- 
ican College of Obstetricians 
and Gynecologists. All ten 
awards were made at the an- 
nual County Secretaries-Public 
Relations Seminar 


Receiving his award from President Johnson is Charles H Robert A. Hoving, accepted the “Outstanding Health Service 
Frantz, M.D., Grand Rapids, president, Clinical Orthopedic Award” given to the Jackson Citizen-Patriot. 
Society 


Jack Pickering, science editor for the former Detroit Times Dirk Gringhuis, East Lansing, was presented an “Outstanding 
receives his “Outstanding Health Service Award Health Service Award” for his work as former art director for 
MSMS publications 


JMSMS 





Reid, Sligh and 
Niehuss Honored 


Robert L. Novy, M.D., right, Detroit, on behalf of the Michi- 
gan Medical Service and Michigan State Medical Society, 
presented a distinguished service award to John Reid, Lans- 
ing, for his many years as a director of Michigan Medical 


Service. 


Two Ann Arbor recipients of “Outstanding Health Service Awards 


Charles R. Sligh, Jr., Holland, chairman of the board of the 
Deafness Research Foundation, received an “Outstanding 


Health Service Award.” 


’ visit with Dr. Johnson 


At left, Marvin L. Niehuss, former president of the Michigan Health Council, and center, 
Ed Burrows, who accepted for Radio Station WUOM. 





April 26-29 
April 27-29 
May 3 

May 23-25 


June 4 

June 16-17 
June 19-21 
July 27-28 


April, 1961 


MICHIGAN MEDICAL MEETINGS AND CLINIC DAYS 


American College Health Association 

American Academy of Neurology 

Wayne State University Clinic Day and Alumni Reunion 
Michigan Health Council State Conference 


Dedication of New MSMS Headquarters 
Upper Peninsula Medical Society 

University of Michigan Conference on Aging 
Coller-Penberthy Clinic 





Detroit 

Sheraton-Cadillac Hotel, Detroit 
Hotel Shelby, Detroit 

Ballengar Field House, 

Flint Community College, Flint 
East Lansing 

Menominee 

Rackham Bldg.,Ann Arbor 

Park Place Hotel, Traverse City 


423 





‘Funda-Vite 


obtain maximal protection against nutritional deficiencies and dental caries 


Pediatricians, supplementing daily diets with 0.6 ml. of FUNDA- 
VitE(F) ,® give excellent nutritional support p/us definite bene- 
fits in caries prevention. 


Extensive evidence exists that fluorine supplementation should 
be started at birth . . . during the formative calcifications of teeth 
. . and continued until age ten for maximal dental benefits." 
As Dentists seldom see infants and young children, preventive 
methods in dental health should be included in pediatric care.°'* 
Daily supplementation of 400 U.S.P. units of vitamin D and 30 
mg. of vitamin C for normal healthy infants and children has 
been widely endorsed as the proper nutritional support." 
FUNDA-VITE(F) provides a well-balanced and controlled vita- 
min-fluorine dosage . . . requiring a minimal effort on the part of 
the mother . . . and affording the utmost in convenience and 
economy. 
AVAILABLE ON YOUR PRESCRIPTION ONLY 


Each 0.6 ml. of FUNDA-ViTE(F) PED ps contains 400 U.S.P. units 
vitamin D, 30 mg. vitamin C and 0.5 mg. fluorine (as sodium fluoride). 
Available in 30 ml. and 50 ml. bottles with calibrated dropper. 

New: for children age 3 and over —FUNDA-ViITE(F) Lozi-TaBs™. Each 
pleasantly-flavored lozenge-tablet contains 400 U.S.P. units vitamin D, 30 
mg. vitamin C and 1 mg. fluorine (as sodium fluoride). Available in bottles 
of 100. 


CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER 


Babies 


REFERENCES: 1.) Council on Dental Therapeutics: 
Prescribing Supplements of Dietary Fluorides, J. Am. 
Dental Assoc. 56:589 (April) 1958. 2.) Treiger, N.: 
Fluoride Administration: Role of the Pediatrician, 
Delivered at New England Pediatrics Society Meet- 
ing, Boston, March 16, 1960. 3.) Arnold, F. A. Jr., 
McClure, F. J. and White, C. L.: Sodium Fluoride 
Tablets for Children, Dental Progress 1:3-12 (Octo- 
ber) 1960. 4.) Hall, E. W.: The Family Doctor 
and Preventive Dentistry, GP 22:109-111 (Decem- 
ber) 1960. 5.) Council on Foods and Nutrition: 
Vitamin Preparations as Dietary Supplements and 
as Therapeutic Agents, J.A.M.A. 169:110 (Jan. 3) 
1959. 6.) May, € D.: Editorial, Pediatrics 23:833 
(May) 1959. 7.) Sebrell, Jr., W. H.:° Vitamins in 
Medical Practice, Seminar Report 3:2 (Fall) 1958. 
8.) Smith, ., Blizzard, R. M. and Harrison, 

E.: Idiopathic Hypercalcemia, Pediatrics 24:268 
(August) 1959. 9.) Gyérgy. P.: Infant Nutrition, 
Modern Medicine 28:76 (August 1) 1960. 10.) 
Sebrell, Jr., W. H.: Vitamins in Modern Medicine, 
Modern Medicine 28:79-80 (August 1) 1960. 11.) 
Eagle, J. F.: Feeding the Infant, N. Y. State Jrl. of 
Med. 60:1822 (June 1) 1960. 





FOR PROPER NUTRITIONAL SUPPORT 
AND FUTURE DENTAL HEALTH 


R, Funda-Vite (F)° 


DURING INFANCY AND EARLY CHILDHOOD 





jg KOR Ge | 


Samples and Literature—Write Medical Department 
Hoyt Pharmaceutical Corp., Newton, Mass. 


*Actual photographs of babies who have had Funpa-Vire(F) supplementation since birth. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICIL — 


Stapheillin 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


NEW SYNTHETIC PENICILLIN FOR “RESISTANT” STAPH 


SS 











OFFICIAL PACKAGE CIRCULAR 


(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic, STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


CUT HERE FOR FILING 
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UNIQUE SYNTHETIC “STAPH-CIDAL” PENICILLIN 
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Specifically for 


Stay 


The failure of staphylococcal infe 
the penicillin-destroying enzyme, 


Unlike other penicillins: 


1 STAPHCILLIN is effective beca 


ence of staphylococcal penicillinas 


2 The clinical effectiveness of ‘ 
a wide variety of infections due t 
and life-threatening. 


Like other penicillins: 
STAPHCILLIN has no signific; 

pain or irritation at the injectior 

penicillin G. In occasional cases, 





PROFESSIONAL INFORMATION § 
plete information on the indications, ¢ 
additional information concerning clii 
Bristol Laboratories is at your service. ) 
PLaza 7-7061, or by mail to Medical 








BRISTOL LABORA" 


Divi 








In the presence of stapinylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 







AFTER 40 MINUTES 
AFTER 80 MINUTES 
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STAPHCILLIN 
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STAPHCILLIN 





r “resistant” staph... 


oheillin 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


infections to respond to penicillin therapy is attributed to 
me, penicillinase, produced by the invading staphylococcus. 


because it retains its antibacterial activity despite the pres- 


linase. 


of STAPHCILLIN has been confirmed by dramatic results in 


ue to “resistant” staphylococci, many of which were serious 


nificant systemic toxicity. It is well tolerated locally, and 
ction site is comparable to that following the injection of 


ses, typical penicillin reactions may be experienced. 





ON SERVICE — The attached Official Package Circular provides com- 
ons, dosage, and precautions for the use of STaPHcILLIN. If you desire 
g clinical experiences with STAPHCILLIN, the Medical Department of 
rice. You may direct your inquiries via collect telephone call to New York, 
Jical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


ATORIES » SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


For Injection 
DESCRIPTION 


STAPHCILLIN is a unique ucw synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxyphenyl] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: -Solutions of STAPHCILLIN and kanamycin should not be 


mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 
*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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Blue Shield Names 
Executive Director 


Sumner G. Whittier, former chief of the Veterans Administration 
and former lieutenant governor of Massachusetts, is the new execu- 
tive director of Michigan Medical Service. 

The Blue Shield board, in announcing the ap- 
pointment recently, also adopted a resolution 
commending L. Gordon Goodrich, who had been 
acting executive vice president for his “notable 
contributions to the Blue Shield movement.” Mr. 
Goodrich will continue as Vice President in 
charge of Administration and Operations under 
Whittier. 

Mr. Whittier, a native of Everett, Massa- 
chusetts, is forty-nine years old and a graduate 
of Boston University. In addition to holding 

S. G. Wurrtier five honorary degrees from Eastern colleges and 
universities, he has a long record of public service. He is a former 
member of the Massachusetts State House and Senate. 

Before being appointed by President Eisenhower to the top Veterans 
Administration post, Mr. Whittier was chief insurance director of 
that organization. As such, he ran the largest ordinary life insurance 
program in the United States. He became Administrator of Veteran: 
Affairs in December, 1957. In this position, he was responsible for 
the agency which serves more than 22 million war veterans and their 
families. This also put him in charge of the largest medical program 
in the United States, consisting of 170 hospitals and outpatient clinics. 

He also served as a member of the President’s Committee on the 
Employment of the Physically Handicapped, and as a member of the 
Federal Council on Aging and the National Housing Council. For 
these contributions, Whittier received a Distinguished Service Award 
from President Eisenhower for encouraging and promoting the em- 
ployment of the physically handicapped. 

At the time of his appointment, Mr. Whittier emphasized his 
belief in the free enterprise systems of all professional activities. 
He stated categorically his opposition to any plan tending to the 
socialization or the control of medical practice by the government 

Previously, Mr. Whittier has published vigorous criticism of any 
medical care tied to Social Security mechanisms for payment. 


AMA Sponsors Medicolegal Conference 
in New York 


The Medicolegal Conference will be presented at the Statler- 
Hilton Hotel in New York, April 28-29, sponsored by the American 
Medical Association’s Legal and Socio-Economic Division. Speaker: 
will include Crawford Morris of Cleveland, an authority on Res 
Ipsa Loquitur; Lou Ashe of San Francisco, immediate past president 
of the National Association of Claimants’ Compensation Attorneys; 
and Judge Irving Goldstein of Skokie, Illinois, co-editor of The 
Medical Trial Quarterly. 

The New York meeting, the final one in a series of three medico 
legal meetings being sponsored by the AMA this year, will have 


socio ECONoMics 429 











SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge 


For turther information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 








registrants from New York, Michigan, Pennsylvania, 
Maryland, Washington, D. C., Delaware, New Jersey, 
Maine, New Hampshire, Vermont, Massachusetts, 
Connecticut and Rhode Island. 

Advance registration cards may be obtained by 
writing: C. Joseph Stetler, Director, Legal and Socio- 
Economic Division, American Medical Association, 
535 North Dearborn Street, Chicago 10, Illinois. 


Blue Shield Film for Schools Stresses 
Individual Responsibility 


Almost 3,000 prints of the new Blue Shield sound 
and color filmstrip, “The Guardians,” have been dis- 
tributed to secondary schools. 

The Blue Shield filmstrip, produced as a public serv- 
ice, seeks to give young people an understanding of 
the never-ending struggle by the medical profession to 
overcome disease, and of the progress of medicine 
through the ages, with emphasis on the dramatic 
advances made within the Twentieth Century. Specifi- 
cally, this national Blue Shield filmstrip seeks to de- 
velop appreciation of the contribution to the public’s 
health made by the “guardian” of health, the Doctor 
of Medicine, and to encourage students to become 
more aware of the need for development of individual 
responsibility. 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 


A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


GC 1 small 6 every morning 


® 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. * Methyl 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. * Vitamin 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- 
flavin (B,) 5 mg. * Niacinamide 15 mg. © Pyridoxine HC! (B,) 
0.5 mg. © Calcium Pantothenate 5 mg. « Choline Bitartrate 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 


50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin E 
(Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. 
Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
(as Kl) 0.1 mg. © Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
CaHPO,) 27 mg. * Fluorine (as CaF.) 0.1 mg. * Copper (as CuO) 
1 mg. * Potassium (as K,SO,) 5 mg. * Manganese (as Mn0,) 
1 mg. « Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 1 mg. Boron 
(as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 
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New, more effective analgesic 


> 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress, and postsurgical conditions — 
new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever— 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours. 


NEW NONNARCOTIC ANALGESIC 
soma (ompound 
Composition: 


Soma (carisoprodol), 200 mg.; NEW FOR MORE SEVERE PAIN 
phenacetin, 160 mg.; 


Sooper soma (Jompound+ codeine 


apricot-colored, scored tablets. 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts the 
References available on request. effectiveness of codeine. Therefore, only “% grain of codeine phosphate is sup- 
plied to relieve the more severe pain that usually requires /2 grain. Composition: 
. Same as Soma Compound plus “4 grain codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: 
& WALLACE LABORATORIES Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 
Cranbury, N. J. 














in sulfa therapy... 
RELEASE YOUR PATIENT FROM Q.1.D. DOSAGE 


just one tablet of Midicel provides continuous, effective blood levels for 24 hours 


Because many patients need take only 1 tablet daily, therapy with MIDICEL is convenient ar.d economical. 
It is also advantageous since the possibility of omitted doses is reduced. Rapidly absorbed and slowly 
excreted, MIDICEL assures dependable bacteriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft-tissue infections caused by sulfonamide- 
sensitive organisms. And with MIDICEL, there is little likelihood of crystalluria because of its high solu- 
bility and low dosage. 

MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido-6-methoxypyridazine. Tablets of 0.5 Gm.; 
Suspension, each cc. containing 50 mg. of sulfamethoxypyridazine as the N’-acetyl derivative. /ndica- 
tions; Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue 
infections and bacillary dysenteries. Dosage: Orally once a day until asymptomatic for 48 to 72 hours. 
Adults:—1 Gm. initially, followed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In severe infec- 
tions, not to exceed 2 Gm. the first day, then 0.5 to 1.5 Gm. daily according to weight of patient and 
severity of infection. Children:—30 mg. per Kg. the first day, then 15 mg. per Kg. daily. In severe infec- 
tions, up to 50 mg. per Kg. initially, then 25 mg. per Kg. daily. Total dose in children, however, should 
not exceed lower dosage limits for adults. Precautions: Continue daily doses higher than 0.5 Gm. no 
longer than three to five days without checking for blood levels above therapeutic range. Maintain 
adequate fluid intake during therapy and for 48 to 72 hours afterward. Until further definitive informa- 
tion is available, MIDICEL, in common with all sulfonamides, is contraindicated in the premature and 
newborn infant. Contraindicated in patients with a history of sulfa sensitivity. MIDICEL is not recom- 
mended for meningococcal infections. Side Effects; Anorexia and lassitude may occur as may reac- 
tions such as drug fever, rash, and headache, all of which are indications for discontinuing the drug. 
Leukopenia has been reported. Periodic blood counts are advised. Patients with impaired renal function 
should be followed closely since excessive accumulation may occur. Ava//ab/e: Quarter-scored tablets 
of 0.5 Gm., bottles of 24, 100, and 1,000. a 


Midicel 


(sulfamethoxypyridazine, Parke-Davis) 





and for children...Midicel Acetyl Suspension (N* acetyl sulfamethoxypy- 


ridazine, Parke-Davis) - delicious butterscotch flavor . only one dose aday PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detrolt $2, Michigan 














‘Theragran’ 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


VeemmnA . . . a. «» 200e 4). eee 
Vitamin D ........ 1LOOUU.S.F. Uae 
Thiamine Mononitrate. ......... 10mg. 
ee ee ae re 
Te ra ee 
WHA Ss. os ek a ee, a 
Pyridoxine Hydrochloride ........ 53mg. 
Calem Pantothenate ......4....207m 
Vieties ... .n 5-24.44. 8a ke 2 


s by Squibb Quality—the Priceless Ingredient 
Sains “Theragrar ®isas quibb trad 


emark 
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@®@nutrition...present as a modifying or complicat- 


° e . . 1 
ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


; ; 
cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 
disease.” 2 kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


. . 
arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy . . .’” 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitisand cirrhosis is recommended by the National 


> 5 4 Sebrel Arr Me 95.673 (Nov 1958. 5. F- ack, H., and Halpern ye Therapeutic Nutrition 
Research Council. Sal usilaialel ob Sakacadin and Statbanad Mesnencs Camm Weukbacien Oe, wee oa 


; 
depenetative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 
American adult.’”® 6,overhoiser, w..and Fong, T.C.C. in Stieglitz, €. J.: Geriatric Medicine, 3rd edition, J.B. Lippinc 


tt, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


prnenan and the wn pane of — vitamin is reduced in diarrheal states.” 7. cotdsmitn, 6 A 


3 ,G 


Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’” 


8. Duncan G.G.: Diseases of Meta n 4th edition W. 8B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 
for most every topical indication 


—<—_ ~~ ‘4 | ha Broad-spectrum antibac- 
terial action—plus the 
soothing anti-inflam- 

a matory, antipruritic ben- 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. 


brand Ointment efits of hydrocortisone. 


NEOSPORIN™ 


brand Antibiotic Ointment 


4 g® A basic antibiotic com- 
bination with proven 

effectiveness for the 

topical control of gram- 


brand Antibiotic Ointment Positive and gram-nega- 
tive organisms. 





Contents per Gm. 


‘Polysporin’® 


‘Neosporin’® ‘Cortisporin’® 





‘Aerosporin’® brand 
Polymyxin B Sulfate 


Zinc Bacitracin 
Neomycin Sulfate 


Hydrocortisone 


10,000 Units 
500 Units 


5,000 Units 5,000 Units 
400 Units 400 Units 
5 mg. 5 mg. 
_ 10 mg. 





Supplied: 


Tubes of 1 oz., 
Y% oz. and ¥% oz. 
(with ophthalmic tip) 


Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and % oz. Ye oz. (with 
(with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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For the build-up in convalescence 


ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SuRBEX-T tablets are up to 30°, smaller: 
have a pleasant taste; and are non-caloric. Vita- 


min odor and aftertaste are eliminated. 


Each Filmtab SuRBEX-T represents: 
Thiamine Mononitrate (B;) 15 meg. 
Riboflavin (B2) 10 mg. 
Nicotinamide 100 mg. 
Pyridoxine Hydrochloride 5 meg. 
Cobalamin (Vitamin B,2) 4 mcg. 
Calcium Pantothenate 20 mg 

(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate) 500 meg. 
Desiccated Liver, N. F. 75 meg. 
Liver Fraction 2, N. F. 75 mg 


Supplied in bottles of 100 and 1000 


VITAMINS BY ©) 


Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX* WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are ‘“‘nu- 
tritionally run-down”’ 


DAYALETS” Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—illness, 
infection, etc. 


OPTILETS’® & OPTILETS-M’* 
Table bottles of 30 and 100. 
Bottles of 1000. 





Filmtab’ Coating Advantages 


Tablets are 
easier to swallow, 
up to 30% 
smaller. 


In contrast with 
sugar coatings, 
no water is used 
in manufacture. 


in a Nutshell 


Vitamin 
after-taste and 
odor 
are eliminated. 


Tablets are pleasant 

tasting, non-caloric, 

come in a rainbow of 
cheerful colors. 


Breakage and cracking 

are less likely. (Sugar 

coatings are crystalline, 
and more brittle.) 


This eliminates the need 
of protective subseals, and 
chances of moisture seepage 

through imperfections. 


Vitamins are 
readily available at 
proximal 
receptor sites. 


Absorption is speeded 
as sugar’s bulk 
and subseals 
are eliminated. 


NET RESULT: Potency is assured for a longer time. 


The patient gets 


what he pays for—and what you prescribe. 
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ECLOMYCI 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
pediatric drops 
syrup 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,-bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./Ib./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/lb./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York <> 











Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 


including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each containing 
Panmycin* Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 
125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 


Adult dosage: 2 capsules four times a day. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 

to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal cramps. 


Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the plasma. This pigment, 
apparently a metabolic by-product of 
the drug, is not necessarily associated 
with abnormal liver function tests. 
Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
upon discontinuance of the drug. 





Caution: Since the use of any antibiotic 
may result in overgrowth of 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 


As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


The Upjohn Company 
Kalamazoo, Michigan 
Inflammatory 


process 
of the 
peritoneum 





*Trademark, Reg. U. S. Pat. Off 


Panalha’ 





your broad-spectrum 
antibiotic of first resort 





iigalh-mn dalam cllolelemm cla -\-t-10la-ma_)alale 


Rautrax-N lowers high blood pressure gently, gradually... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 














Rautrax-N 2= 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 


Squibb Quality 
— the Priceless Ingredient 


For full information, 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Bendroflumethiazide (*Naturetin) with Potassium Chloride 


Say you saw it in the Journal of the Michigan State Medical Society 


JMSMS 





for acute 
upper respiratory infections 


C i | 
e& ex< capsules 


effective control of pathogens...with an unsurpassed record of safety and tolerance 





SUPPLY: TETREX Capsules — tetracycline phosphate 
mplex — each equivalent to 250 mg. tetracycline HCI 
, vity s of 16 and 100 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK BRISTO! TETREX Syrup — tetracycline (ammonium polyphosphate 
Div. of Bristol-Myers Co - re uffered up — equivalent to 125 mg. tetracycline HCI 
aspoonful. Bottles of 2 f1. oz. and 1 pint 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


Every young couple about to be married needs advice of all sorts, and they'll get it, too — from every- 
body — some good, some bad. But some of the most valuable counsel they can get — help in planning 
their own family — comes best from you. Their family happiness for many years can depend on what 
you suggest to them, including your recommendation for the use of Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 


offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, Gamble 
(“Spermicidal Times of Commercial Contraceptive Materials —1959”*) found the mean diffusion 
spermicidal time of Lanesta Gel to be three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies. 


Lanesta Gel has complete esthetic acceptance and is well tolerated. *cambie,c. P.: Am. Pract. & Digest. Treat, 11:852 (Oct.) 1960. 


A PRODUCT OF LANTEEN® RESEARCH —@ifitge Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 
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Vertigo is reversible 


Antivert stos 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: = ~~ 


Brot toa, Anfivert syuP 


Sci ; ll-Being® 
ene hea anaieaiatiati hai Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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There was a time when you almost did need 
an electrical engineer’s talents to run a clear, 
clinically accurate ‘cardiogram . . . when 
ECG’s were like the one pictured — a 
Sanborn $1500 “table model’ of the mid- 
1920’s. But Sanborn ECG’s today use every 
proven advantage of modern electronic in- 
strument design to give you and your tech- 
nician equipment which is extremely compact, 
portable and easy to use — with such con- 
veniences as automatic grounding . . . ampli- 
fier stabilization as leads are switched by a 
single control . . . choice of sensitivities and 
chart speeds. . . quick, easy paper loading... 
and a choice of three models to suit the needs of 
your practice: the 18-pound portable Visette, 
the 2-speed, highly versatile 100 Viso, and its 
mobile counterpart, the 100M Mobile Viso. 
Your nearby Sanborn man has shown a grow- 
ing number of your colleagues how easy it is to 
use a Sanborn ECG in their offices and on call, 
and add this valuable diagnostic facility to 
their practices. He’ll be glad to do the same 
for you. Call him today for full details. 


SAN BORNMN™N 
Con PANY 


MEDICAL DIVISION 
17S Wyman St., Waltham 54, Massachusetts 





do you 
still need 
special 

_ skills 
to run 
your own 


‘cardiograms? 










Model 100 
Viso-Cardiette® 


Model 100M 
Mobile Viso 





Detroit Branch Office 13136 Puritan Ave., University 4-6336, 4-6337 
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kor the 


irritable 
(G.I. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpat 


®Miltown + anticholinergic 


(ij) WALLACE LABORATORIES Cranbury, N. J. 
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Architect: Cuthbert and Cuthbert. 
Builder: Robert C. Dargel. 








Roman in origin, progressive in equipment... 


Golden Circle Medical Center 
alr-conditions with GAS 


Modern and ancient architecture 
are melded in Dearborn’s newest 
professional center, the Golden 
Circle. This bi-level, circular struc- 
ture of folded flat concrete slabs 
achieves a striking, golden hue with 
a facing of gold-colored glass and 
beige brick. 

Doctors’ and dentists’ suites, 
whose rooms have no square angles, 
are equipped with Gas air condition- 
ing units for patients’ 12-month 
comfort. The entire center is cooled 
and dehumidified in summer, then 
heated and moisturized in winter. 


And these dual units offer substantial 
annual fuel savings . . . free service 
calls and checkups .. . extremely 
long, trouble-free service. No other 
air conditioning system, the building’s 
planners learned, could give the cool- 
ing and heating benefits of Gas. 

And it can do the same for you. 
Don’t complete your new-building 
plans without first investigating 
low-cost, long-comfort Gas air con- 
ditioning. For complete details, call 
an Air Conditioning Specialist at 
the Michigan Consolidated Gas 
Company. 


So much more for so much less—_GAS naturally 
MICHIGAN CONSOLIDATED GAS COMPANY 
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Saunders 


Nagan—Medical Almanac, 1961-62 


Hundreds of facts and figures on the entire 
framework and operation of the medical world 


Just Ready! Now under one cover you'll find a tremendous 
range of up-to-date data never before gathered into a single 
source. You can quickly check on such diverse information as: 
Nobel prize winners in medicine—frequency rate of various 
injuries in industry—admission requirements of medical 
schools—number of M.D.s in major countries. Hundreds of 
lists, charts, graphs and directories set forth information in 
quickly assimilable form. Where recentness of data is vital, 
you'll find statistics carried right up to 1960. Where a long 
record of experience is valuable, you'll find accurate figures in 
some cases going back to the late Seventeen Hundreds. Forth- 
coming meetings, tax deadlines, etc. are listed into the future. 
Anyone in medicine who writes, who lectures, who must doc- 
ument articles, or who holds some organizational duties can 


Over 500 pages of exhaustive facts 
and figures on a myriad of topics: 


What medical records to keep and for 
how long—leading medical publications 
—summary of medical systems in major 
countries—average prevalence of peptic 
ulcer by sex and age—12 diagnoses with 
highest annual rate per 1000 patients— 
prevalence of chronic conditions among 
persons 45 years and older by age, sex 
—number of physicians specializing in 
industrial medicine—deaths and death 
rate from accidents by type—birth rate 
by color and by age of mother, 1800- 
1959. 


Advertising medical products on TV— 
great epidemics of the past—leading for- 
eign medical journals—schedule of 1961 
conventions —officials and executive staff 
of the AMA—average income of doctors 


use this almanac daily. 


Compiled by PETER S. NAGAN, A.B., M.A., M.S., 528 pages, 514°x73%4". 
New — Just Readyl 


Paper Bound. About $5.50. 


Pillsbury, Shelley & Kligman— 


Manual of Cutaneous Medicine 
A New Book! 


Just Ready! This concise, practical manual 
contains a wealth of immediately applicable in- 
formation on managing the entire range of cu- 
taneous disease. It clearly illuminates the anat- 
omy, physiology, pathology and pathophysiology 
of the skin. You'll find diagnosis, prevention and 
treatment of those skin diseases you meet most 
frequently in daily practice—from acne to tu- 
mors of the skin. The authors emphasize changes 
in the skin which may be representative of 
systemic disease. They assess the advantages of 
various treatment methods, and clearly point out 
potential hazards. 


By DONALD M. PILLSBURY, M.A., D.Sc. (Hon.), M.D., 
F.A.C.P., Professor and Director of Department of Dermatol- 
ogy WALTER B. SHELLEY, M.D., Ph.D., F.A.C.P., Professor 
of Dermatology; and ALBERT M. KLIGMAN, M.D., Ph.D. 
Professor of Dermatology. All of the University of Pennsylvania 
School of Medicine. About 440 pages, 6”x914”, with 234 
illustrations. About $10.00. New —Just Ready! 


Name 





in U.S.—tuberculosis and death rate— 
narcotics regulations—license renewal by 
state—federal legislation affecting doctors. 


Rushmer— 
Cardiovascular Dynamics 


New ( 2nd ) Edition! 


This valuable book provides you with the infor- 
mation you need to make keener diagnoses and 
evaluations of heart disorders. Dr. Rushmer pre- 
sents a clear picture of the structure, function 
and control of the various components of the 
cardiovascular system as they exist under normal 
conditions — followed by the changes which occur 
in presence of disease. You'll find recent advances, 
particularly in the areas of imstrumentation and 
analysis of cardiac dynamics, clearly shown. 
Among the topics covered are: Cardiac Output; 
Measurements of Pressure; Cardiovascular 
Sounds; Heart Size and Configuration. 


By ROBERT F. RUSHMER, M.D., Professor of Physiology and 
Biophysics, University of Washington Medical School. 503 
pages, 614"x10", with 264 illustrations. $12.50 

Just Published —New (2nd) Edition! 


West Washington Square, Philadelphia 5 
Please send me the following books and charge my account: 
Nagan’s Medical Almanac, 1961-62, about $5.50 


O 
C] Pillsbury et al., Manual of Cutaneous Medicine, about $10.00 
[] Rushmer’s Cardiovascular Dynamics, $12.50 
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What is your goal... 


in helping physically handicapped 
patients toward recovery? 


The Rehabilitation 
Institute 

of 

Chicago 

Offers Three 
Possibilities: 


moderate disability 
but able to work. 


...through comprehensive | Services Available 
rehabilitation for for both in and 

e hemiplegia out patients: 

* paraplegia Medical Care 

e quadriplegia e Nursing Care 


severely disabled but not 
totally incapacitated, 


e amputations e Laboratory Service 

e degenerative . Physic al Therar y 
diseases of the e Occupational Therapy 
nervous system e Speech Therapy 

e traumatic disabili- e Medical Social Serv 
ties of the hand e Vocational Counseling 

e arthropathies e Psychological Ser\ 





VICE 


Admission on Medical Referral Only—Referring physician has courtesy 
staff privileges, receives regular interim reports, complete summary 
at discharge, and a recommended program for continued treatment. 


REHABILITATION INSTITUTE OF CHICAGO 3 enteanec pre 


Bernard J, Michela, M.D. 
401 E. OHIO ST., CHICAGO 11, ILL. Director 
A UNIVERSITY AFFILIATED HOSPITAL 
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without steroids 


this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feci and hands became 
involved with swelling and loss of function. By 
1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 
was frequently hospitalized during the next three 
years. Hydrocortisone failed to make any change 
in his condition. 


On April 2, 1955, the 
patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 
work as a mine electri- 
cian that year and had no difficulty driving a car. 


For the past six years, he 

has been maintained on 

METICORTEN 5 mg. two 

or three times a day. 

There have been no side 

effects. The patient has 

‘ ere: 4 not lost any work time, 
nor has he had to limit 

his activities in any way. 


Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


These photographs of Dr. Goldman's patient were taken on 
November 10, 1960. 


METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
































@ See 
( | ( | ( both blood picture 


and patient respond to 


| | | | | TRINSICON’ 


(hematinic concentrate with intrinsic factor, Lilly) 
For a rapid hematological response 
. « « Striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 


producing in ten days an Hb and RBC re- 

sponse comparable to that obtained after a 

transfusion of one pint of whole blood. For 

potent, complete anemia therapy, prescribe 
este ermicemeiamned 


Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 
Special Liver-Stomach Concentrate, Lilly 

(containing Intrinsic Factor) . . . . 300 mg. 
Vitamin By with Intrinsic Factor 

Concentrate, N.F.... . . 1N.F. unit (oral) 
Cobalamin Concentrate, N.F., equivalent 

to Cobalamin. . . «thle a 5 


(The above three ingredients are clinically equiva- 
lent to 1144 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
WON a gk we es ee ea) 
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Treatment of Carcinoma of the 
Thyroid Gland 


Oliver H. Beahrs, M.D. 
Lewis B. Woolner, M.D. 


Rochester, Minnesota 


Tue TREATMENT of carcinoma of the thyroid gland remains 
a controversial subject today, since articles in the medical literature 
and speakers in the medical meeting halls and classrooms advocate 
wide variations in the therapeutic methods. Some physicians hold 
that certain malignant lesions should not be treated surgically at 
all;' and some advise only conservative surgical measures*:> while 
others recommend radical surgery for the same lesions.%'?-'4:1%"7 
It is generally recognized that the types of cancer occurring in the 
thyroid gland vary considerably in their degrees of malignancy. As 
this fact is acknowledged and authors carefully define and separate 
the types of carcinoma and statistics that are reported, more valid 
bases for decisions on therapy will become available. 

In general, carcinomas of this gland can be divided into two 
groups: (1) those of low degree of malignancy, the majority of which 
are papillary carcinomas; and (2) those of high degree of malig- 
nancy, the anaplastic carcinomas. The two groups differ decidedly 
in pattern of behavior. For the anaplastic lesions of the thyroid 
gland, present methods of treatment are inadequate and the survival 
rate is extremely low; for the other group the present methods of 
treatment are mostly—though not uniformly—adequate, and the 
prognosis is excellent. Because of these wide variations in prognosis, 
the types of carcinoma must not be confused and must be discussed 
separately. The individual basis of biologic variability in cancer 
has been discussed by Macdonald,'! who concluded that “each 
patient is an individual problem; the attack on a specific neoplasm 
should be conditional upon a knowledge of its usual biologic pattern 
and the best evaluation possible of its behavior in the individual.” 


General Clinical Considerations 


Before a detailed discussion of the management of carcinoma 
of the thyroid gland, we should offer a general answer to the 
question, Which goiter should be removed? 

In 1951, with Pemberton and Black, we reviewed our position 
on nodular goiter and malignant lesions of the thyroid gland. This 
was done primarily because more than 30 per cent of the carci- 
nomas of the thyroid gland seen at the Mayo Clinic between 
Read at the meeting of the Detroit Academy of Surgery, March 10, 1960. 

Dr. Beahrs is from the Section of Surgery and Dr. Woolner, from the 
Section of Surgical Pathology, Mayo Clinic and Mayo Foundation, Rochester, 


Minnesota. The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota 
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1938 and 1947, inclusive, were considered inoperable. 
The high incidence of inoperability was considered 
the more unfortunate because the majority of these 
patients could have been cured had they been seen 
earlier in the course of the disease. 

The number of cases in this period was 360, and 
the number inoperable was 121. The yearly incidence 
of carcinoma in surgically treated nodular goiters 
was 4.8 per cent. Unsuspected carcinoma was dis- 
covered in 3.8 per cent of the asymptomatic adenom- 
atous goiters operated on. This figure is much low- 
er than that in many reported series and undoubted- 
ly is explained by the fact that for many years pa- 
tients with nodular goiter have been advised to have 
the goiter removed prophylactically, irrespective of 
the clinical diagnosis. 

In a series of 1,000 consecutive necropsies Mor- 
tensen and associates found an incidence of nodular 
goiter of 52.5 per cent. The incidence of unsuspected 
primary carcinoma in nodular goiter was 5.3 per 
cent, or 2.8 per cent in the total series. The occur- 
rence of unsuspected carcinoma in surgical and nec- 
ropsy material might be considered too low to 
warrant recommending thyroidectomy in asympto- 
matic goiter, especially in light of the fact that the 
majority of these lesions are of a low degree of 
malignancy. The over-all risk of thyroid surgery 
at the Mayo Clinic is less than 1 per cent, however, 
and in surgery for asymptomatic goiter it is 0.05 
per cent. In addition to the hazard of carcinoma 
in asymptomatic nodular goiter, hazards of subse- 
quent development of hyperthyroidism and of pres- 
sure on structures of the neck, especially those about 
the airway, must be considered. Too often a patient 
seventy years of age comes into the office with 
cardiac fibrillation and cardiac decompensation as 
results of a nodular goiter with hyperthyroidism. 
The patient’s serious condition could have been pre- 
vented had an adenomatous goiter known to have 
been present for twenty to thirty years been removed 
earlier. Hyperthyroidism has been variously  esti- 


mated to develop in 10 to 20 per cent of the cases 


Authors 
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of untreated adenomatous goiter. Also, a cervical 
goiter may displace structures of the neck or impinge 
on the thoracic inlet, causing embarrassment of the 
airway or obstruction to blood flow. Thyroidectomy 
is required in these situations, but the surgery could 
have been carried out more safely at a time prior 
to development of symptoms. 

These statements may suggest that all nodular 
goiters seen at the Mayo Clinic are consigned to 


the scalpel, but they are not. Thyroidectomy is per- 


formed on only 25 to 30 per cent of patients with 
a clinical nodular goiter. This figure is rather low, 
because considerable selection is exercised in recom- 
mending thyroidectomy. For the patient sixty-five 
years old having a small, soft, multiple adenomatous 
goiter that has been present for many years, a 
recommendation of thyroidectomy is rare. On the 
other hand, if the goiter is generous in size with 
discrete nodules, one or more of which are firm, 
and the history indicates that the goiter is enlarging, 
the patient is urged to have a thyroidectomy. Size 
and duration are not always factors in the decision 
as to whether thyroidectomy is indicated; often the 
consistency of the goiter is influential. Younger 
patients are more likely to be advised to have the 
goiter removed, as are those with discrete or single 
nodules. Any patient in the pediatric age group 
(15 years or less) with a nodular goiter would be 
urged to have a thyroidectomy. In this group the 
chance of carcinoma being present is over 50 per 
cent. Actually, the incidence of carcinoma in nodular 
goiter in children at the Mayo Clinic is 70 per cent,* 
but this percentage is abnormally high because of 
the large number of patients with established carci- 
noma of the thyroid gland who are referred to the 
clinic for management; fifty-nine now being studied. 


Histologic Classification 


The histologic classification of malignant lesions 
of the thyroid is not fully standardized as yet, and 
there may be some disagreement among pathologists 
as to the best method of classifying the more slowly 
growing types of carcinoma. At the present time, 
however, a satisfactory and practical classification is 
evolving in a Mayo Clinic study of 885 cases of 
thyroid carcinoma diagnosed and treated over a 
thirty-year period (1926 through 1955). The simpli- 
fied classification used in this study divides the 
tumors into four main types: (1) those of low 
degree of malignancy, namely papillary; (2) the 
follicular; (3) the solid; and (4) those of high 


degree of malignancy, the anaplastic. 
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Fig. 1. Papillary adenocarcinoma. (a) Extensive lesion involving the entire thyroid gland with 
massive metastatic involvement of the tracheo-esophageal and cervical nodes. (b) Section of a 
tumor predominantly papillary in architecture (hematoxylin and eosin; magnification reduced from 
120). (c) Section of another lesion of mixed papillary and follicular formation (hematoxylin and 
eosin; magnification reduced from 120) 


Papillary Carcinoma.—Of all the lesions, 61 per ponents (Fig. 1). A few are almost completely 
cent were papillary carcinomas. These are well- papillary in architecture, while at the other extreme 
differentiated tumors that usually show a striking some may be almost entirely follicular, with the 
mixture of papillary and follicular structural .com- papillary component minimal. Occasionally the me- 
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tastatic involvement of a node may be predominantly 
papillary while the primary lesion is predominantly 
follicular in architecture. These tumors invade 
parenchymal or extrathyroidal structures and metas- 


GLAND—BEAHRS AND WOOLNER 


Group 2.—Approximately 53 per cent of papillary 
carcinomas were larger than the occult size but 
grossly were confined within the thyroidal capsule. 
Metastasis to the lymph nodes was noted in 32 per 


4 


Fig. 2. Follicular carcinoma. (a) Primary lesion less than 1 cm. in diameter, grossly appearing encapsulated, in 
right lobe. (b) Lesion is largely encapsulated but with extension into thyroid tissue and vascular spaces. Patient 
had metastasis to rib and vertebral column. (Hematoxylin and eosin; magnification reduced from >< 10) 


tasize primarily to regional lymph nodes and occa- 
sionally to distant sites. The following subdivision 
of papillary carcinoma into three groups according 
to the size and extent of the primary lesion at the 
initial operation was useful. 


Group 1.—Approximately 28 per cent of papillary 
carcinomas were classified as “occult” in that the 
primary tumor was less than 1.5 cm. in diameter 
(average 7 mm.) and frequently not palpable on 
clinical examination; 42 per cent of these occult 
carcinomas had metastasized to nodes when the 
patients were admitted. These small papillary tumors 
may be detected by enlargement of the cervical 
nodes or may be found in the course of surgical 
procedures for other conditions in the thyroid gland. 
Almost complete follow-up data indicate an excellent 
prognosis for this group, there being no deaths from 
carcinoma during as long as thirty-four years of 


observation. 
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cent of the cases. Excellent results following treat- 
ment were recorded in this group also, with only 
a few deaths from recurrent carcinoma in the midline 
of the neck or from pulmonary metastasis. 


Group 3.—In approximately 18 per cent of cases 
of papillary carcinoma, either the lesion was con- 
sidered inoperable when first seen or a_ palliative 
resection was performed. In the latter cases, invasion 
of adjacent structures was noted by the surgeon 
and the attainment of complete eradication was 
doubtful. Follow-up data in inoperable cases showed 
that approximately 60 per cent of the patients died 
during the period of observation. Approximately a 
fourth of the patients having palliative resection died, 


whereas the remainder were living and well. 


Follicular Carcinoma.—Of the entire series, 18 
per cent were follicular carcinomas, which are non- 
papillary neoplasms usually encapsulated (Fig. 2). 


JMSMS 





CARCINOMA OF THE THYROID GLAND—BEAHRS AND WOOLNER 


Nodal spread from these is extremely infrequent and 
most deaths are due to blood-borne metastasis to 
lungs or bone. Many of these tumors are of the 
functioning type, especially so in the absence of 


of the series were highly malignant neoplasms, com- 
posed primarily of the anaplastic carcinomas (Fig. 4). 
These lesions grow rapidly and many were inoperable 
when first seen. The prognosis is very poor, with 


Fig. 3. Solid carcinoma with amyloid stroma. (a) Circumscribed unencapsulated tumor involving right lobe 


thyroid gland with metastasis to tracheo-esophageal nodes. 


(b) Section showing solid sheet of cells and area 


amyloid-like stroma (hematoxylin and eosin; magnification reduced from ><200) 


normal thyroid tissue. Of all carcinomas of the 
thyroid gland this is the one which on occasions 
can best be treated with radioactive iodine. Although 
survival statistics are not quite so good as those 
for the papillary lesions, they still are very favorable. 
A number of long-term survivals associated with bony 
metastasis were noted in this group. 


Solid Carcinoma.—Accounting for 6 per cent of 
all malignant growths in the thyroid gland, solid car- 
cinomas are circumscribed but unencapsulated lesions 
of slow growth. Abundant amyloid stroma is a rather 
constant finding in these tumors (Fig. 3). The 
pattern of metastasis is similar to that of papillary 
carcinoma (more than 50 per cent to regional nodes), 
but the clinical behavior is more aggressive, with 
death resulting from tumor in approximately 33 per 
cent of cases. 


Higbly Malignant Neoplasms.—About 15 per cent 
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approximately 11 per cent of patients living longer 
than three years. 

For completeness it should be mentioned that the 
series of 885 cases included also rare histologic 


types, such as osteogenic sarcoma and squamous cell 


carcinoma, as well as primary lymphosarcoma of the 
thyroid gland. 


Review of Papillary Carcinoma 


Experience—In order to evaluate our treatment 
of the largest group of carcinomas of the thyroid 
gland, we have reviewed recently all cases of papil- 
lary carcinoma seen between 1938 and 1947, inclu- 
sive.’ This period was taken so that a ten-year 
follow-up period would be available for all cases and 
a fifteen-year follow-up for many. One hundred-fifty 
patients were treated, definitive surgery being done 
in 136 cases. Fourteen patients had palliative treat- 
ment. Thirteen of these had only biopsy, for their 
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lesions were inoperable. The other had _ palliative 
lobectomy; at the time of operation gross carcinoma 
remained in the midline portion of the neck. The 
treatment and survival rates for the 136 patients 


sie 
LT. 
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In sixty-four cases there was metastasis to cervical 
lymph nodes. Except in a few, the presence of these 
lesions was known or suspected before operation. 
Fifteen (11 per cent) of the 136 thyroid glands 


& 
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Fig. 4. Anaplastic carcinoma. (a) Gross specimen showing involvement of right lobe with extension into left lobe 
and metastatic involvement of nodes. (b) Section showing spindle and giant cells (hematoxylin and eosin; magni- 


fication reduced from > 460) 


who received what was thought by the surgeon to 
be curative surgical treatment have been evaluated. 

Preoperatively, carcinoma was known or suspected 
in forty-seven (35 per cent) of these 136 cases. 
In an additional twenty-two (16 per cent), enlarge- 
ment of cervical lymph nodes was noted clinically 
but no lesion could be palpated in the thyroid gland 
In these cases carcinoma of the thyroid was one of 
the probable diagnoses. Exophthalmic goiter caused 
operation to be advised and carried out in fourteen 
cases; and in one of these the presence of a small 
nodule suspected of being a carcinoma was recorded 
preoperatively. In all fourteen patients the lesions 
were occult sclerosing carcinoma, and in none was 
there involvement of nodes. The histologic appear 
ance of every lesion was identical with that of occult 
sclerosing carcinoma appearing in other thyroid 
glands. Fifty-three carcinomas were present in nodular 
or adenomatous goiters. Nine patients had clinical 
symptoms of hyperthyroidism and elevated basal 
metabolic rates. 
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harbored multicentric lesions, and in most of these 
instances lesions were present in both lobes of the 
thyroid gland. 

Treatment of patients who had no metastasis to 
the lymph nodes consisted of lobectomy in thirty, 
double resection (lobectomy on the side of the 
lesion) in forty-one, and total thyroidectomy in one. 

Methods for treatment of the primary lesion were 
much the same in cases in which cervical nodes 
were enlarged. In five of these cases radical neck 
dissection was done to remove extensive cervical 
metastatic lesions. One of the five had a modified 
neck dissection on the opposite side because of 
bilateral nodal involvement. 

Fifty-nine patients had sixty-four modified neck 
dissections, five of them having bilateral procedures. 
The modified neck dissections varied considerably 
in extensiveness. In some patients only a group of 
nodes and adjacent fascia and fat were excised, 
while in others the dissection included all groups 
of nodes in the lateral and midline parts of the 
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neck, the procedure differing from a radical neck 
dissection only in that the internal jugular vein and 
sternocleidomastoid muscle were not sacrificed. In 
these cases not only the jugular chain of nodes (all 
levels) was involved, but also the nodes in the 
posterior cervical triangle, tracheo-esophageal groove, 
and laryngeal region. 

Fifteen patients subsequently had a secondary op- 
eration in the lateral portion of the neck, usually 
the excision of a single node which was not always 
metastatically involved. Three patients had two such 
secondary procedures, one patient had three, and 
one patient had four. 


There were no hospital deaths in the series. 


The condition of 133 of the 136 patients was 
reviewed after five years: 129 were living, resulting 
in a survival rate of 97 per cent. In the ten-year 
period, 109 of 124 patients traced were alive, giving 
a survival rate of 88 per cent. In the fifteen-year 
period, forty-nine of fifty-seven patients were traced 
and thirty-seven (76 per cent) of the forty-nine 
were living. The average age for patients in this 
series was forty-two years. The five-year and ten- 
year survival rates compare favorably with those 
expected in the population at large at this age. The 
fifteen-year rate is slightly below the expected sur- 
vival rate, but undoubtedly is related to other factors 
affecting longevity in older patients in the series. 

Nineteen deaths are known to have occurred. 
Three resulted from recurrent carcinoma of the 
thyroid gland in the midportion of the neck. One 
patient also had pulmonary metastasis. In no instance 
in the series did carcinoma recur in the lateral por- 
tion of the neck. Two patients were known to be 
living with pulmonary metastasis ten years or more 
afterward. The cause of death of four patients is 
unknown, but must be presumed to be carcinoma of 
the thyroid. Twelve patients died of diseases un- 
related to carcinoma of the thyroid. Eleven patients 
who had only biopsy because their lesions were 
inoperable are dead of carcinoma. Three are still 
living nine, ten, and eleven years after biopsy. 


Comment 
Slow Development and Surgical Conservation —As 
a rule, carcinoma for which surgical treatment is 
indicated is best treated by as radical a surgical 


procedure as feasible to eradicate the primary lesion, 


as well as the primary region of spread. In surgery 
of the head and neck this rule holds true for 
squamous cell carcinomas and for most adenocarci- 
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nomas. However, papillary carcinoma of the thyroid 
gland is, in our opinion, an exception to this rule. 
It is a slow-growing lesion, and if the patient is 
treated surgically when the lesion is in an operable 
stage, the prognosis is excellent. Even for patients 
who have lesions that are inoperable and who undergo 
biopsy only or palliative resection, the period of 
survival is prolonged. Many of these patients live 
five, ten, or more years before dying of this disease. 
Distant metastatic lesions may be present for many 
years before causing death. 

The usual course of untreated papillary carcinoma 
of the thyroid gland and the excellent survival rates 
illustrated in this series of cases have made us 
reaffirm our belief that patients having this disease 
do not always have to be subjected to radical opera- 
tion. Although total thyroidectomy and radical neck 
dissection can be accomplished with a mortality rate 
of less than 1 per cent and with low morbidity, we 
consider it unwise, as well as unnecessary, to extend 
an operation beyond the limits that will offer the 
patient an excellent chance of survival and cure. 
Total thyroidectomy results in myxedema, a perma- 
nent disability but easily managed by replacement 
therapy. Total thyroidectomy further exposes the 
patient to parathyroid tetany, however, which is a 
severely incapacitating disease also requiring pro- 
longed treatment. Martin has said that the serious- 
ness of tetany has been overemphasized, but in our 
experience it has proved a serious handicap to the 
patient. Martin also stated that an attempt to save 
the parathyroid glands was relegated to a secondary, 
if not a relatively unimportant position at some 
hospitals. He believed that there is considerable 
security in the fact that accessory parathyroid glands 
frequently are present. Gilmour and Martin, how- 
ever, have shown that in 88 per cent of the popula- 
tion there are only four parathyroid glands and in 
6 per cent fewer than four. In treatment for other 
types of malignant disease, preservation of the para- 
thyroid glands might be insignificant; but in the 
management of papillary carcinoma it is not. The 
glands can be identified, despite what has been said; 
and an attempt should be made to preserve some 
parathyroid tissue unless to do so would cause gross 


carcinoma not to be removed. 


Multicentricity and Exploration—Among the cases 
of papillary carcinoma in the series we have reported 
here, the lesions were multicentric in 11 per cent. 
In a subsequent study the incidence is 20 per cent. 
Consequently, the total thyroid gland should always 
be explored. Contrary to what has been said in the 
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literature, exploration of the thyroid gland does not 
jeopardize the success of subsequent dissection in 
the lateral portion of the neck, if such a procedure 
becomes necessary. Frequently the lesions are small 
and difficult to palpate. Because of the occurrence 
of multicentric lesions, lobectomy should be done on 
the side of the known lesion and subtotal lobectomy 
on the opposite side. Admittedly a small lesion could 
be left behind in the remnant, but this happening 
has been rare in our experience. When a small 
portion of thyroid tissue is preserved, the develop- 
ment of myxedema is usually prevented and para- 
thyroid tissue and the recurrent laryngeal nerve on 
that side are further protected. There are those who 
advocate total thyroidectomy in all cases of carci- 
noma of the thyroid gland because of the high 
incidence of cases in which multicentric lesions are 
found, but on the basis of our experience in this 
series we cannot recommend this as a routine pro- 
cedure. If at the time of operation, however, carci- 
noma is found to be extensive in the thyroid, or 
many lesions are found to be present in the gland, 
or distant metastatic lesions are known to be present, 


then total thyroidectomy should be done. 


Metastasis—In contrast to what has been stated 
by some, papillary metastatic lesions in the cervical 
lymph nodes remain well encapsulated for long peri- 
ods. This fact makes the en bloc dissection of the lat- 
eral portion of the neck unnecessary for papillary car- 
cinoma. Rarely, there is extensive involvement of all 
groups of cervical nodes, and standard radical neck 
dissection is the only practical method of removing 
the involved structures. However, if only one or a 
few of the groups of nodes are involved, then we be- 
lieve a modified neck dissection will suffice. 

The results of this approach are excellent, as 
illustrated in this series of cases. In no instance 


was there lack of control of the lesion by inadequate 


surgical maneuver in the lateral portion of the neck. 
In a small group of patients, previously mentioned, 
subsequent surgical procedures were necessary in 
the lateral portion of the neck either to excise 
another metastatic lesion or another node or to 
make certain that it was not involved. The occa- 
sional necessary excision of a node is less serious 
than routine performance of radical neck dissection 
in cases of lesions that can be treated by a lesser 
procedure and cases in which cervical nodes are 
clinically negative. One author who strongly advo- 
cates radical neck dissection for all cases of papillary 
carcinoma does a modified neck dissection on the 
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opposite side of the neck when metastatic lesions 
are bilaterally present and admits that this is a 
satisfactory procedure.'® Why then do a radical 
neck dissection in all cases? 

The incidence of nodal metastasis in our series 
was 47.1 per cent. Others® have reported an_inci- 
dence as high as 84.6 per cent. Undoubtedly our 
figure has been lowered by the long-time Mayo 
Clinic practice of advising thyroidectomy for many 
asymptomatic nodular goiters. As a result of this, 
many malignant lesions have been discovered surgi- 
cally before metastasis had occurred. 

Our practice is to do a neck procedure only when 
metastatic lesions are thought to be present and to 
extend the operation into the lateral portion of the 
neck only as dictated by the findings in this region 


in each case. 


Occult Lesion —Although occult papillary carci- 
nomas of the thyroid gland have been included in 
the reported study, a separate study also has been 
made of 140 such lesions treated surgically at the 
Mayo Clinic over a thirty-year period. Fifty-eight 
were found because of the presence of nodal metas- 
tasis and the discovery of eighty-two was incidental 
to thyroid operations for other conditions.'® Of the 
fifty-eight patients with nodal metastasis, four have 
died from causes unrelated to thyroid carcinoma and 
one patient is untraced. The remainder are alive, 
without evidence of carcinoma, three to thirty-two 
years after operation. Of eighty-two patients with- 
out metastasis, eleven are dead of known causes 
other than thyroid carcinoma. The remainder are liv- 
ing after periods ranging up to thirty years, and in 
none is either local or distant metastasis known to 
have developed. Histologically no clear-cut line could 
be drawn between those lesions associated with nodal 
metastasis and those discovered incidental to opera- 


tions for a variety of thyroid disorders. 


Other Categories 


Follicular carcinoma of the thyroid gland—which, 
as mentioned, is seen in approximately 18 per cent 
of cases—usually remains well encapsulated. In con- 
trast to the behavior of papillary carcinoma, its spread 
to the regional lymphatics is extremely infrequent. 
Hence, in carcinomas of this type, extending the 
surgical procedure to the lateral neck offers little 
added benefit to the patient unless there is gross or 
clinical evidence of spread to cervical nodes and an 
absence of known distant spread. Spread of this 
tumor is largely blood-borne and death occurs mostly 
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from metastasis to lungs or bone. Follicular carcinoma 
frequently shows evidence of function, especially in 
the absence of normal thyroid tissue; and because of 
this, metastatic lesions of this tumor can be treated 
by radioactive iodine. Total lobectomy on the side 
of the lesion and subtotal lobectomy on the opposite 
side are done for these lesions. However, if distant 
metastasis is known or thought to have occurred, then 
total thyroidectomy is indicated in patients with these 
lesions, since it not only eliminates the primary 
tumor but also the remaining normal thyroid tissue 
and prepares the patient better for radioactive-iodine 
therapy. Total surgical thyroidectomy is preferred to 
medical thyroidectomy because it permits the maxi- 
mal allowable radiation to be used in the treatment 
of the metastatic lesions. The over-all survival rates 
of patients with these lesions have been good. 
Seventy per cent of these lesions take up signifi- 
cant amounts of I'*! with clinical improvement of the 
patient. In about 50 per cent of cases the metastatic 
lesions appear to have been arrested if not cured by 


radioactive iodine. 


Solid carcinoma occurring in approximately 6 


per cent of cases is circumscribed but unencap- 


sulated. It spreads to the regional lymphatics in 


more than 50 per cent of cases. Even though its 
growth is slow, its clinical behavior is more aggres 
sive. Recurrence of the tumor appears in the midline 
of the neck and distally. Often when this lesion is 
identified at surgery, total thyroidectomy should be 
done. The precedure should be extended into the 
lateral neck, depending upon clinical and gross find- 
ings. Death results from this carcinoma in approxi- 


mately 33 per cent of cases. 


Anaplastic carcinoma, accounting for 15 per cent 
of lesions of the thyroid gland, entails a very poor 
prognosis. The iesion grows rapidly and is invasive, 
involving other midline structures of the neck such as 
the trachea and esophagus. Usually when first seen 
by the surgeon it already extends into the lateral 
aspects of the neck and into the mediastinum and 
presents an almost hopeless situation. Very often it 
is possible only to establish the diagnosis by biopsy 
and perform a tracheotomy to assure a satisfactory 
airway. External radiation therapy may be of some 
palliative value and should be recommended. Occa 
sionally the surgeon encounters an early lesion; and 
in such a case a total thyroidectomy should be done, 
with excision of adjacent and overlying strap muscles. 
Because of the poor results in the treatment of ana- 
plastic carcinoma we have been hesitant to suggest 
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and do a radical resection of the anterior compart- 
ment of the neck. However, if the lesion is. still 
localized to the thyroid region, this procedure might 
cure the patient. But even though an adequate opera- 
tion is done in the neck, distant metastatic lesions 
almost always appear in a few months. Fewer than 
10 per cent of the patients survive this disease, the 
others dying from it in six to twelve months from 


the time of the diagnosis.?° 


Conclusions 


From this discussion it should be apparent that it 
is extremely important that malignant lesions be prop- 
erly identified histopathologically at the time surgical 
treatment is instituted. Since the degree of malig- 
nancy and the behavior pattern vary considerably 
from one lesion to another, the surgeon, by knowing 
the type of tumor that he is dealing with, can be 
more selective in deciding the extensiveness of the 
surgical procedure that he carries out. It is essential 
that histopathologic interpretation by fresh frozen 
section technique be available. Although it has been 
said that thyroid lesions can be identified only as 
benign or malignant by this method, it has been our 
experience that a surgical pathologist well trained in 
thyroid disease can determine from frozen sections 
very accurately not only whether a lesion is benign 
or malignant but also the histologic type of the 
neoplasm. 

It seems wisest to extend an operation only to the 
limits that offer the patient the best chance of cure 
as indicated by the information available. Most often 
thyroidal lesions of low malignancy can be managed 
by conservative surgical procedures. The results are 
excellent in most such cases. On the other hand, 
lesions of high degrees of malignancy rarely are 
treated successfully by surgical or other measures, and 


prognosis in these cases is very poor. 
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Translating Service 


Since 1957, an expert medical language service has 
been in existence, and aims at providing really good, 
reliable translations in every branch of medicine (in- 
cluding dental, veterinary, pharmaceutical medicine, 
et cetera) 

The staff consists of approximately 160 medical 
men and language specialists of a wide range of na- 
tionalities and medical knowledge. Experience has 
taught us that translations on special subjects are best 
done by persons trained in the field in question,—if 
necessary, with subsequent control by persons speak- 
ing the foreign language as their mother tongue. 

At the Plenary Assembly of the World Medical 
League in 1960, an agreement was concluded by the 
International Association of the Medical Press de 


claring that in future its members should have the 
right, on a reciprocal basis, to quote summaries from 
other periodicals (unchanged, but possibly translated) 
in the part of their papers reserved for reports. 

This development should make the good transla- 
tion of summaries—and naturally, also, of complete 
articles—of particular interest. 

Services of medical translating service can provide 
rapid and reliable medical translations, covering a 
wide range of special fields, from German and other 
languages into a great number of foreign tongues 
(and naturally also into German). 


Address Medizinischer Sprachendienst, Lochham 
Mozartstrasse 27, Munich, Germany. 
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The Radiotherapist and Breast Cancer 


CHEMICALS, hormones, irradiation and surgery 
are all used in the treatment of cancer. Each of these 
can be employed alone or in various combinations. 
Physicians should understand the principles and limi- 
tations of treatment by the various modalities. | 
will outline the principles of radiation therapy in can- 
cer by illustrating their application in the treatment of 
breast cancer. 

The radiation therapist seldom has sole responsi 
bility for a cancer patient, especially in cancer of the 
breast. His role varies according to the particular 
need in each patient. The following steps are essen- 
tial to the proper handling of a case: (1) An accurate 
diagnosis must be made. (2) An evaluation of the 
general physical condition of the patient and the 
extent of her disease must be determined. (3) 
Finally, appropriate therapy must be planned and 
executed. 

This may require the participation of the family 
physician, pathologist, surgeon, internist, chemothera- 
pist, and radiotherapist. The need for skill and 
ingenuity may be even greater when cure cannot be 
expected. The inoperable patient presents a challenge 
for continued and effective palliation. The participa- 
tion of several physicians need not lead to confusion, 
but rather should enhance the welfare of the patient. 

Once the diagnosis of breast cancer is made, 
determination of the extent or the clinical stage of 
the disease is of paramount importance. The histo 
logic grading of the tumor is of secondary considera 
tion. A number of questions present themselves. Is 
the malignant process local or has it spread? Is the 
spread locally infiltrative, regional, or are inaccessible 
nodes involved? If spread is distant, is it local or 
generalized? The answers to these perplexing ques 
tions are the guideposts of a well planned therapy 
program. Clinical staging indicates whether curative 
or palliative treatment is feasible. Staging should be 
done even though subsequent findings may show the 


initial evaluation to have been in error. 


From the Department of Roentgen Therapy, Grace Hospi- 
tal, Detroit 1, Michigan. 
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Arthur E. Gulick, M.D. 
Detroit, Michigan 


If a malignant tumor has spread, destruction of the 
local growth rarely results in cure. Conversely, if it 
is localized, destruction of this local growth usually 
does produce a cure. Subjecting breast cancer pa 
tients to ill advised or impetuous treatment may 
interdict an otherwise favorable prognosis. Each pa- 
tient deserves tempered consideration, detailed study, 
and consummate skill. This is especially true in the 
early stages of the disease when the chance for cure 
is greatest. The golden opportunity is in the initial 
treatment period. The most valuable consultation 
may be the one held before the first incision is made. 

Irradiation was used in the treatment of breast 
cancer within a year following Roentgen’s initial 
report on x-ray. It has played an increasingly im 
portant role in therapy since that time. McWhirter of 
Edinburgh and Baclesse of Paris, have done much to 
promote continued interest in x-ray therapy for breast 
cancer. Its clinical uses are varied. Preoperative 
therapy is of value in some instances. It is admin 
istered most often following radical mastectomy and 
occasionally after super-radical operations. Combina 
tion of radiotherapy and limited surgery is an ac- 
cepted program. Radiation therapy as the primary 
method of treatment is widely employed for unresect- 
able local disease. It has application in palliative treat- 
ment of metastatic disease and in achieving castration. 

A reference to the biological and physical factors 
of irradiation seems in order before further discussion 
of its application in the treatment of cancer. All living 
cells can be destroyed if exposed to sufficient irradia 
tion. The amount required varies according to the 
cell and its matrix. Most cancer cells are more sensi 
tive to irradiation than normal cells. Measured amounts 
of irradiation that will destroy cancer cells will only 
damage normal cells. Damaged cells can recover and 
permit healing to occur. Several factors make it diffi 
cult to attain this desired result. A lethal level of 
irradiation must be delivered to the malignant cells. 
Normal skin, intervening tissue, and vital structures 
adjacent to the malignant tumor must be spared 


irreparable damage. Severat techniques are used to 
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accomplish this, taking cognizance of beam, field, time, 
and dose factors. 

Skin and subcutaneous tissue are spared by direct 
ing the beam through multiple skin fields. Rotational 
therapy accomplishes this most effectively, but unfor 
tunately it cannot be used in treating breast cancer. 
The axillary contents can be treated through anterior, 
posterior, and intra-axillary fields. Thus, the required 
total entry dose can be divided proportionately among 
three treatment fields. A second sparing effect is 
obtained through choice of the therapy beam. Higher 
energy level beams produce less damage to superficial 
tissue per unit of radiation delivered at a_ given 
depth. The beam from a 400 kilovolt apparatus pro 
vokes less skin reaction and delivers a greater depth 
dose than a beam from a 180 kilovolt machine. This 
illustrates the value of more powerful equipment in 
treating deep-seated lesions. 

Normal cells recover from exposure to irradiation 
faster and to a greater degree than cancer cells. This 
recovery rate differential is exploited to spare normal 
cells from lethal damage. The therapist controls both 
the time between treatments and the time over which 
a treatment series extends. A saturation level of irra- 
diation damage is induced, maintained, and enhanced 
by multiple sublethal exposures until cancer cell 
death ensues. 

The expression “lethal tumor dose” has little mean 
ing by itself. Actual doses required to destroy cancer 
cells may range from as little as 3000 r. to more than 
7000 r. A clinically intended dosage is derived after 
considering pertinent treatment and patient factors. 
Treatment factors have been indicated. Patient factors 
include the person’s age, and type, site, volume, and 


the rate of growth of the tumor. 


Therapy Programs 


Certain observations should be made before surgi 
cal or radiation therapy or both are undertaken. A 
careful non-traumatic examination of the breasts, the 
axillae, and the tumor is conducted. The size, site, 
and degree of infiltration of the growth is noted. A 
chest x-ray is taken. A bone survey, marrow aspirates, 
and serum electrophoretic studies may be done. These 
help avoid radical surgery when distant disease is 
demonstrable. A single or multiple site biopsy is taken 
to permit clinical staging of the disease. If the extent 
of disease is within limits of resectability and the 
surgeon feels no disease was left behind, irradiation 
therapy will not be required. Other surgeons consider 
an oversight in the detection of residual disease to be 


possible and request postoperative x-ray treatment 
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for their patients. In this instance therapy is directed 
to the internal mammary, supraclavicular, and axillary 
lymph node areas. Treatment to these areas includes 
possible implants in fat, subcutaneous tissue, and skin. 
The chest wall is treated if it is believed there is 
residual neoplastic infiltrate here. 

We usually select a conventional or orthovoltage 
technique and standard treatment fields and distances 
for these cases. Treatment is given until the desired 
depth dose is attained. This may be 4200 r. to the 
axillary, 4500 r. to the supraclavicular, and 3700 r. to 
the internal mammary node areas. The factors are 
altered if treatment must be given over the chest 
wall. Here we reduce the energy level of the beam 
and treatment distance and cross-fire as tangentially as 
possible. This reduces irradiation hazard to underly- 
ing lung tissue and allows delivery of 3800 r. to 4200 
r. to the chest wall. The head of the humerus is 
shielded to protect it from unnecessary irradiation 

The patient feels nothing during actual treatment. 
Time per treatment may be as short as four or as 
long as fifteen minutes. Treatments are given five 
or six days a week. A short rest period of several 
days midway in the series may be given. 

If the surgeon subscribes to the so-called Mc 


Whirter concept of treatment, a simple mastectomy is 


done. The operation should remove the primary 


tumor, although residual tumor may be present in 
the tumor bed, regional nodes, and sternal marrow. 
Treatment is essentially as outlined above, except that 
the chest wall is always treated in these instances. 
The series takes slightly longer and the probable 
metastatic sites may be given an additional 800 r. io 
1200 r. It should be noted that the McWhirter tech 
nique calls for a radical operation in selected patients. 

If a patient is unable to withstand extensive sur- 
gery, or if disease is unresectable, the primary therapy 
becomes irradiation. Breast tumor and a_ varying 
amount of breast tissue may be removed. This avoids 
the need of intensive irradiation of a bulky primary 
tumor mass and the possibility of scattering irradia 
tion from the mass to underlying lung. Limited mas 
tectomy is contraindicated if there are inflammatory 
changes, ulceration, or gross involvement of the tumor 
pedicle. An extensive treatment program, which ex 
tends over three to four months, is prescribed for 
these patients. Five or six standard treatment fields 
are required. Additional fields may be employed ac 
cording to the extent of the disease and the surgery 
performed. Treatment is given to attain such doses 
as 6000 r. to the supraclavicular nodes, 6500 r. to 
the axillary contents, 4200 r. to the internal mammary 
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nodes, 7000 r. to the primary lesion, or 4200 r. to 
the chest wall if a limited mastectomy was done. 
Chemicals, hormones, and castration may be combined 
with the irradiation therapy. These patients tolerate 
their program remarkably well. Ulcerations heal, re- 
gional nodes become nonpalpable, arm edema sub- 
sides, the patients put on weight and gain hope. 


Extramammary Treatment 


Effective x-ray castration can be accomplished with 
little morbidity. The dose should be sufficient to make 
cessation of the menses permanent. This may require 
from one to three weeks of treatment, depending upon 
the age of the patient. The younger the patient, the 
larger the dose required. The patient may have one 
or even two periods after the castration series is 
started. The patient must be so advised. 


Local recurrences of lesions in skin, bone, and 
glands can be treated with x-ray. Skin lesions are 
treated essentially as other forms of skin cancer. There 
is a limit to the amount of involved skin that can 
be treated. 


Local bone metastases usually become relatively 
asymptomatic several weeks after delivery of a tumor 
dose of 2800 r. to 3600 r. A combination of radio- 
phosphorus and male hormone often relieves the 
devastating pain of multiple bone metastases for sev- 


eral months. 


The treatment of regional node recurrences can be 
accomplished without causing necrosis of overlying 
skin and subcutaneous tissue if special attention is 


given to skin-sparing factors. 


Reactions 


Most patients and many physicians have miscon 
ceptions about radiotherapy reactions. The reactions 
are usually anticipated and controlled. Their occur 
rence is not a valid contraindication to therapy. The 
referring physician helps immeasurably if he speaks 
enthusiastically about the treatment and does not refer 
to, Or minimizes, any discussion of reaction. The 
therapist will discuss these with the patient initially 
and as treatment progresses. 


Nausea is the reaction most often feared. If nau- 


sea develops, it is usually mild and controlled easily 


with available medicines. It seldom dictates interrup 


tion of a treatment series. Vomiting is uncommon 


These patients develop skin erythema in the treat- 


ment sites. The degree of reaction varies. A faint 


April, 1961 


blush or tan is seen with full radioactive cobalt doses. 
A moist desquamation may occur in intertriginous and 
cross-fire areas in orthovoltage programs. A deep and 
long-lasting pigmentation occurs in the intensive series 
given inoperable cases. Erythroderma is slight or 
absent in the treatment of bone metastases and in 
castration techniques. Brisk reactions are necessarily 
induced in the treatment of skin and lymph node 
metastases. Skin reactions rarely become a real prob- 
lem to the patient or the therapist. Erythroderma is 
an indication of an effective level of irradiation. The 
delivery of such a level is required if treatment is 
to be given. 

Many physicians hesitate to request irradiation 
therapy in breast cancer for fear of post-irradiation 
pneumonitis and lung fibrosis. The upper one-third 
of the lung is caught in a cross-fire of irradiation and 
frequently develops inflammatory changes. Other 
areas of the lung commonly do not receive sufficient 
irradiation to have such changes evolve. Tangential 
ports, short treatment distances, and a soft beam are 
employed for their lung-sparing effect. The pneu- 
monitis that does occur may be asymptomatic, and 
clear in three or four months. Perhaps half of the 
patients develop a degree of fibrosis in four to six 
months. This is usually confined to the apex, and 
rarely does this (or even greater) involvement cause 
incapacitation. The probability of metastatic pulmon- 
ary disease must be considered where extensive late 
changes develop. 

Less common untoward reactions are bone fracture, 
leukopenia, lassitude, and inanition. These are usu- 
ally avoided by skillfully administered therapy which 
includes rest periods and supportive measures for the 
patient, when indicated. 


Equipment 


A final word about equipment is in order. Ortho- 
voltage and supervoltage x-rays and the gamma rays 
from radioactive cobalt do not differ greatly. Unit 
for unit the orthovoltage beam causes greater skin 
reaction and has less body penetration than the other 
beams. Unit for unit the orthovoltage beam has 
greater biologic effect on the cells in the treatment 
area. Orthovoltage beam techniques are effective and 
good. The higher energy beams are used to advantage 
in given situations. The equipment is said to con- 
stitute a ten per cent factor in the effectiveness of 
treatment. The important ninety per cent factor is 
the skill with which the therapist utilizes the modali 
ties at his command. 





Diagnosis of Tumors of the Breast 


Th JERE ARE no new methods for either diagnosis 
or definitive treatment of lesions of the breast. In spite 
of countless and ever-increasing end-result statistics, 
diagnosis is still a major problem. Frequently, various 
and differing opinions are given about the same lesion. 
Accordingly, it was thought that a review of personal 
experience, although the total number of cases is not 
great, would be rewarding. 

This is an analysis of 119 consecutive breast lesions 
seen in our office during the six months ending June 
30, 1960. The distribution of the lesions by type 
is given in Table I. It is evident that today in an 
average surgical practice only a small proportion (8 


per cent) proved to have cancer.* 
rABLE I. DISTRIBUTION OF BREAST LESIONS BY TYP! 


Cases 
I. Fibrocystic Disease pikes 102 
Average age 39 years) 
Il. Negative Examinations. 
III. Other Breast Lesions 
IV. Carcinoma meee 
(Average age 46 years) 


Total — sirlicaainhaiaa Oe 


A personal tabulation in 1949 of tumors of the 
breast indicated that even then a decrease in the 


incidence of malignant breast tumors was evident.’ 


*Comparable figures at the time of operation show: Sinai 
Hospital 15 per cent, and Harper Hospital 16 per cent 
carcinoma. This is a different statistic. Cases for which 
nothing should be done are screened out by office examin 
ation 


Author 


HARRY C. SALTZSTEIN 
M.D. 


Harry C. Saltzstein, M.D. 
Detroit, Michigan 


Laurence M. Linkner, M.D. 
Phoenix, Arizona 


In 1943, 50 per cent of breast tumors seen were 
carcinoma. In 1947, 30 per cent were carcinoma. 
That trend has continued. As examination was nega- 
tive in four patients, and the other four lesions found 
(breast abscess, lipoma, fatty infiltration, accessory 
breast tissue) presented only minor questions, the 
large diagnostic problems of 1960 seem to center on 
fibrocystic disease (102 patients), and cancer (nine 
patients) [Table 1]. 


As one sees these patients, the major diagnostic 
problems are: 

1. (a) when should fibrocystic disease be operated 
upon; (b) when should it be observed; (c) when 
can a cyst be recognized and aspirated by a simple 
procedure; and 

2. (a) how does one recognize the 8 or 9 per 
cent of patients who have definite carcinoma, or 
(b) are of such nature that diagnosis is uncertain? 
These patients must be informed that operation is 
necessary for diagnosis. 

Observations concerning diagnosis in breast lesions 
follow the categories established in Table I. 


Fibrocystic Disease 
Our 1960 experience with the 102 patients having 
fibrocystic disease is summarized in Table II. 


No Surgery.—Twenty-three (22 per cent) patients 
were advised not to have operations during this six- 
month period. Some had been advised previously 
to have surgery—often with the suggestion that it 
was urgent. All were apprehensive. The physician 
must appreciate a woman's attitude toward the pos- 
sibility of losing the breast, an attitude which is 
often irrational to the point of hysteria, before he 
gives any advice to the patient. 

(1) In seven patients no mass, or an indistinct mass 
was felt. We reassured them and discharged them 


Dr. Robert Allaben (Resident in Surgery, Harper Hospital) 
and Dr. Paul Neufeld (Resident in Surgery, Sinai Hospital) 
assisted in this study. 
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from observations. (2) We thought fifteen patients had 
distinct masses, but did not suggest operation. This 
decision involves calculated risk and should be 
checked by follow-up observation. Five of these 
fifteen patients are still being followed two to thirteen 
months after their first visits. Four who did not 
keep their follow-up appointments were called back 
for another examination; three were told to return 
to the referring doctor, and he was again contacted. 
None of these twelve patients has yet needed opera- 
tion. Two patients were discharged from follow-up 
and one left town. (3) One patient observed repeated- 
ly over several months showed no change. (4) Four 
patients, asked to return, did not do so. Follow-up 
revealed they were all operated upon elsewhere with- 
in one month. Three had benign tumors. One had 
complete mastectomy. At her second visit she was 
told definitely that the mass should be removed. (It 
was learned subsequently that this had proved to be 
carcinoma. ) 

Thus, except for one of the patients who went 
elsewhere, our original opinion that conservative 
measures were most appropriate for these patients 
was confirmed by follow-up. 


First Surgery Within Two Months of First Visit— 
Among the thirty patients who had surgery within 
two months of their initial visit, three required only 
simple aspiration (an office procedure, but classified 
as surgery in this study); one of these three was 
lost to follow-up after a single return visit had 
revealed no recurrent cysts. The other two have 
been followed for two and five months. There are 
no further positive findings. 

In twenty-seven cases, the breast mass was locally 
excised within two months of the first visit. In 
retrospect of the eight masses which proved to be 
large cysts, some might have been aspirated, which 
would have let the patient avoid a general anesthetic, 
as well as the operative and emotional trauma of 
breast surgery. Our policy has been to aspirate a 
cyst in the office only if palpation reveals a ballotable 
fluid wave. Sometimes the fluid is under considerable 
tension, and the mass feels solid, not fluctuant. When 
one suspects this situation, the patient may be sent 
to the hospital and prepared for operation. If aspira- 
tion reveals fluid, usually nothing further is done. 
A week’s delay may make the presence of fluid 
more certain because tenseness subsides after the 
initial filling. 

The other nineteen patients proved to have the 
usual fibrocystic disease. 
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TABLE 


Cases 
No Surgery—27 


1. No mass or indistinct mass 
2 Mass 


3. Repeated observation 


4. Surgery advised, patient did not return............. 4 
First Surgery—within two months of first visit—30 
1. Aspiration 

2. Local Excision....... ‘ acaninidiodl ata 
First Surgery—more than two months after first visit—6 
1. Aspiration 

2. Local Excision . ; 

Surgery for Recurrent Disease—27 


1 Repeated aspirations... ‘ 


2. Repeated aspirations/surgery..... 


Nipple Discharge 
Fibroadenoma 


Total 


First Surgery More Than Two Months After First 
Visit—Six patients with pathologically confirmed 
fibrocystic disease had local excision more than two 
months after they were first seen. In no case was 
the delay regretted. The longest period before sur- 
gery was three and one-half years. In this instance, 
operation finally was done to assuage the patient’s 


constant fear that she had cancer. 


Surgery For Recurrent Disease.—Fibrocystic disease 
can persist a long time. It may progress slowly as 
the patient approaches her forties; it may remain 
stationary, or it may regress. Cysts may form, 
become tense to palpation, and then subside. Local 
areas may become more solid to palpation. It is 
unfortunate that this palpatory perception often is 
the only criterion upon which one bases his decision 
to operate. Certainly the mere presence of fibro- 
cystic disease, even though it has existed for years, 
does not make operation necessary. In this group, 
twenty-seven patients had repeated surgery for fibro- 
cystic disease. Eight patients had only repeated 
aspirations, all performed in the office.* One patient 
was aspirated nineteen times in seven years. Nine- 
teen patients had repeated aspirations, local ex- 
cisions, further aspirations, then excisions again over 


periods of one to fourteen years.** 


No patient had 

*The number of aspirations ranged from: 2-4 times (4 
patients); 5 times (2 patients, over 4 and 9-year periods, 
respectively); 11 times (1 patient over 7-year period); 
and 19 times (1 patient over 7-year period). Both of 
the last two patients were in perfect health when last 
seen. 

**Fight (followed 1 to 5 years) had 17 aspirations and 
13 local excisions. Six (followed 6 to 10 years) had 19 
aspirations and 13 local excisions. Five (followed 11 to 
14 years) had 9 aspirations and 10 local excisions. 
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TABLE III. TIME OF DISCOVERY AND SIZE OF 
TWENTY-SEVEN CONSECUTIVE BREAST CARCINOMAS 


(1959-1960) 


Lump Discovered Cases 
At routine physical examination ..............0.00. Luaphae ow 
24 hours before examination eae A RAC ore 
Two weeks before examination eee | 
One month before examination 


Six months before examination .. 
One year before examination 
Two years before examination 


Total 


Size of Lesion 
Under 1 cm 

1 cm. to 1.9 cm 
2 cm. to 2.9 cm 
3 cm. to 3.9 cm 


or less 
to 4.9 cm 
to 5.9 cm 


4 cm. or more 
Not listed . 


Total 


more than three local excisions. Within six years, 
one patient had ten aspirations and two local exci- 
sions. Another, followed for twelve years, had five 
aspirations and two local excisions. In these twenty 
seven patients, fibrocystic disease was the only diag 
nosis entertained. In none did cancer develop in the 


follow-up period. 


Nipple Discharge-——Five patients presented only 
nipple discharge. One was observed for two and 
another for nine years before drainage stopped spon- 
taneously. In two patients, a duct papilloma was 
excised. The fifth patient had two biopsies done 
two months apart for serous discharge from the 
nipple; the pathologic diagnoses were fibroadenoma 


and fibrocystic disease with duct ectasia. 


Fibroadenoma.—Patients operated upon for fibro 
adenoma usually are younger than those with other 
breast lesions. The average age of the seven patients 
in our series was twenty-seven years. Six were 
operated upon after the first or second office visit. 
The other patient had a small (1.5-cm.) tumor which 
was removed after a seven-month period of observa- 


tion. 
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Negative Examination 


Four patients had no disease of the breast. Three 
of these had experienced pain in or near the breast. 
In the fourth, a breast mass had been discovered 
by her physician. At our examination a day later 
no mass could be found, and a second examination 
three months later still did not show breast disease. 


Other Breast Lesions 


Four patients were operated upon for other miscel- 
laneous breast lesions. In three, histologic diagnoses 
were lipoma, accessory breast, and fatty infiltration; 
the fourth was an abscess which was drained by 
incision. 


Carcinoma 


In this group of 119 patients seen during the first 
six months of 1960, nine carcinomas were found. 


To obtain a better indication of whether our policy 


of not operating upon all breast lumps was causing 
delay, detrimental if cancer existed, the series was 
enlarged to include all patients with breast cancer 
seen in 1959. 
seen, making a total of twenty-seven consecutive 


During this period, eighteen were 


patients for analysis. Their average age was forty- 
six years, as contrasted with the average of thirty- 
nine for patients with chronic cystic mastitis. 
Table III shows that most lesions were of short 
duration and were small. Two-thirds had been no- 
ticed for one month or less, and only two were 
larger than 4 cm. In our experience, the type of 
breast cancer most frequently encountered is chang- 
ing. More and more in private surgical practice, 
the major problem is not what to do with an exten- 
sive typical carcinoma, but it is the differential diagnosis 
of small breast lesions with short clinical histories. 
Twenty patients were operated upon immediately. 
Operation on seven patients was delayed for various 
reasons. These represent the crux of the problem, 
and their subsequent management is therefore de- 
scribed in detail. In three of the seven patients 
surgery was delayed because cysts were suspected, 
and the lesions were aspirated. One unsatisfactory 
aspiration was immediately followed by surgery. 
Another patient was asked to return in two weeks 
but did not do so for eight months. Even then the 
mass was only 1 cm. in diameter. Aspiration of the 
third patient’s lesion yielded 0.5 ml. of clear fluid. 
The patient, an apprehensive woman_horror-struck 
over the possibility of losing her breast, had had 
bilateral mammeloplasties with insertion of ivalon 


sponges six years before. Partly because of this, the 
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decision was made to follow her at bi-weekly or 
monthly intervals. After four months, a minute (0.5- 
cm.) firm mass was still palpable. Exploration at this 
time disclosed carcinoma. 

In another, a small mass in the upper outer quad- 
rant was watched until it almost disappeared. Two 
months later a second, entirely distinct hard mass, 
was found in the lower half of the breast. Imme- 
diate operation was done. The other three patients 
were told to come back for a second examination 
within one month and did so. All three were then 
promptly operated upon and in each a small lesion 
was found; the delay of one month was apparently 
not harmful. 

The diagnosis of cancer was confirmed in each of 
these twenty-seven patients. Though the preoperative 
diagnoses were: benign, seven; malignant, twelve; and 
undetermined, seven, the indications for surgery were 
clear. The crucial point is that the urgent need for 
operation or frequent observation was recognized. 
Among the twenty-seven patients, twenty were oper- 
ated upon immediately, one without delay after aspir- 
ation, three after one month follow-up, one after two 
months, and one after four months of close super- 
vision. Only one patient failed to return in two 
weeks as requested. 

The calculated risk is: Will the patient return for 
follow-up observation as directed? In this group only 


one did not do so. 


Diagnosis 

The diagnosis of small breast lesions (1-2 cm.) 
demands a degree of expertness, but it is not time 
consuming. There are no elaborate diagnostic tests 
upon which one can rely; radiographs are not help 
ful. A history of a mass that has appeared suddenly, 
accompanied by localized discomfort which perhaps 
abates after forty-eight hours, indicates the presence 
of a benign cyst. Age is of considerable importance 
Fibroadenomas are more common in women before 
or in the thirties. Fibrocystic disease is more common 
in the late thirties and early forties age group; only 
six of the 102 lesions reviewed in this paper occurred 
in women fifty years or older. The tense, frequently 
childless, thin-breasted woman who may tend to have 
thyroid or ovarian disturbances, is the candidate for 
tibrocystic mastitis. 

Close inspection with the patient in various posi 
tions (sitting up, reclining, bending over, bending 
forward, arm raised, turned to opposite side) may 
reveal a small area of skin dimpling if the tumor is 
superficial. Slight skin retraction in the region of the 
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nipple and areola may be due to fibrocystic disease 
in the terminal ducts. Here secretions are more 
inspissated, and infection of various degrees may 
supervene. Plasma cell mastitis near the nipple may 
mimic fibrocystic disease. 

Beyond inspection, the diagnosis must be made by 
two-finger palpation. It avails little to grasp the whole 
breast in one’s hand. The most information, in our 
experience, is obtained when both patient and doctor 
are in a relaxed position. The backrest of the exami- 
ning table is raised twelve inches, so the patient’s 
torso is slightly elevated and the breasts fall depen- 
dent. The examiner sits comfortably on a stool ad- 
justed so that the hands and elbows are easily level 
with the breast to be examined. The breast is shifted 
so that the involved area can be palpated against the 
chest wall. Then light, gentle finger palpation, pre- 
ferably between the index fingers of the right and 
left hands, provides the most information. Vague full- 
ness, a slight localized edema or engorgement will be 
appreciated. A cyst less than 0.5 cm. in diameter can 
be discerned by its tenseness. A larger cyst (1-2 cm.) 
may at first give the impression of hardness, but care- 
ful palpation, perhaps repeated after a few minutes rest, 
may reveal the true nature of the lesion. A larger, 
more deeply situated, undistended cyst may be missed 
unless the breast, especially the outer portion, is sur- 
veyed carefully in this manner. The aspiration of what 
was considered one cyst may disclose as a residual 


the presence of another contiguous one. 


The edge of a solid tumor can give the impression 
of a sharply receding ledge, indistinctly fading into 
the surrounding breast tissue; or irregular lumpiness 
may be felt. It is in lesions of this type that a sec- 
ond and even third examination after one to two week 
intervals are very rewarding. The risk is that the patient 
may not appear at the time she is asked to return. The 
follow-up must be very positive. We do not believe 
a delay of treatment of two or three weeks alters the 
prognosis for early cancer. We have observed the 
disappearance of lesions between the time of diag- 


nosis and admission to the hospital a week later. 


Discussion 
In our experience with 119 consecutive patients 
with breast lesions, 102 had fibrocystic disease.* The 


findings in eight patients were negative or presented 


*See Table II, No Surgery, Item 4, “Surgery advised, pa- 
tient did not return.”’ It was subsequently learned that one 
of these patients was operated upon elsewhere and the 
lesion proved to be cancer 
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only minor diagnostic problems. Nine patients (8 
per cent) had cancer. 

Of the 102 patients with fibrocystic disease, twen- 
ty-three (22 per cent) were reassured and nothing 
further was done. Follow-up revealed no basis for 
regretting the decision to delay treatment. 

In three patients, office aspiration of breast cyst 
was done at the time of first examination or within 
two weeks. In eight instances, local excision revealed 
a solitary cyst. 

Eight patients had only repeated aspirations; two 
had eleven and nineteen aspirations, respectively, in 
seven years. Twenty-seven patients had repeated local 
excisions and aspirations over periods varying from 
one to fourteen years. None gave cause to regret this 
conservative Management. 

The steady decrease in the proportion of breast 
lumps seen which are cancer, as well as the small size 
of today’s typical breast tumor, indicate steady im- 
provement in the promptness with which women seek 
medical advice. 

Of twenty-seven consecutive breast cancers seen in 
private practice, five were discovered during routine 
physical examination, and fourteen were noticed by 
the patient one month or less before examination. All 
but two of the lesions were less than 4 cm. in diameter 

A policy of deliberately observing breast lesions 


when there is not clear indication for surgery must 
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take into account the calculated risk of delaying an 
operation which might reveal unsuspected cancer. 
Among the twenty-seven patients who ultimately 
proved to have breast cancer, risk was small although 
not all of the cancers were diagnosed preoperatively. 
The urgency of operation was recognized in twenty- 
five cases, and the necessity for close follow-up in the 


remaining two. 


Summary and Conclusions 

1. Breast lesions are now being seen in private 
practice early in their development. In this series, 
most cancers were less than 4 cm. in diameter and 
had been noticed for one month or less. 

2. Cancer represents, in our experience, less than 
10 per cent of all breast lesions. 

3. Of 102 cases of fibrocystic disease, twenty-three 
(22 per cent) required no treatment and eleven (11 
per cent) required only simple aspirations. 

4. The indication for careful observation of certain 
breast lesions and the potential danger in delayed 
operation for the patient with suspected or unsus- 
pected cancer are discussed. 
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Scleral 


An instrument intended to be used, by application 
to the sclera, to measure intraocular pressure has been 
available on the market and is apparently being used 
by some optometrists with the belief that the instru- 
ment will detect glaucoma. The matter is of interest 
to optometrists since the instrument is offered for 
use without local anesthetic (not legally available to 
optometrists), and it is apparently believed by some 
that the procedure is within the province of optometry 
if drops are not used. 

An evaluation of the instrument has recently been 
published. In the American Journal of Opbthal 
mology, 49:355 (1960), Havener and Patterson re- 
ported on 219 eyes, 70 of which had elevated intra- 
ocular pressure at the time of measurement. The Wolfe 


Tonometry 


scleral tonometer failed to detect elevated pressure in 
82 per cent of the 70 eyes with known glaucoma. 
It gave false high readings in 22 per cent of eyes with 
normal intraocular pressure. 

The Wolfe tonometer obviously is not reliable 
enough to be of any practical use even in the hands 
of persons legally and educationally qualified to prac- 
tice pathological diagnosis. This is not the first time 
scleral tonometers have been found unsatisfactory. 

Previously work at the University of Michigan by 
Hogg et al had shown the Wolfe scleral tonometer 
to be unreliable, the unreliability being greater in the 
high levels of tension —News Bulletin, Foundation for 
Eye Care, February, 1961. 
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Carcinoma of the Vulva 


Primary CYSTS and neoplasms of the vulva com- 
prise a heterogeneous collection of lesions. However, 
there is one group of tumors which is of major signifi- 
cance: malignant neoplasms of epithelial origin, or the 
carcinomas. It is towards these, which comprise 5 
per cent of all malignant tumors of the female genital 
tract, that attention is directed. This is done for the 
purpose of elucidating some of the aspects of their 
natural history, and hence clarification of their treat 
ment. 

The final diagnosis of a vulvar lesion should always 
be made by biopsy and it is frequently necessary to 
remove tissue from several different areas in order to 
properly assess its nature and extent. There is a 
tendency for patients with vulvar carcinoma to delay 
seeking medical advice and for the physician to 
delay making a definitive diagnosis; patient delay and 
pbysician delay for vulvar carcinoma are much great- 
er than for many other forms of cancer. Patient delay 
can frequently be attributed to a mid-Victorian aver- 
sion to examination of the genitalia. Physician delay 
is due to a tendency to consider vulvar carcinoma 
as a disease restricted to the sixth and seventh de 
cades, a tendency to regard slow progression of the 
disease as evidence of absolute benignancy, and an 
unexplained reluctance to biopsy vulvar tissue which, 
grossly, is not highly suggestive of carcinoma. These 
delay periods can be reduced only by the education 
of patients to accept and to demand complete exami- 
nation, and by stressing the value of biopsy of all 
vulvar lesions without delay. 

During the twenty-five-year period 1932 to 1956, 
inclusive, tissue from 719 primary neoplasms and 
cysts of the vulva was submitted by the Department 
of Obstetrics and Gynecology for examination by the 
Department of Pathology at The University of Michi- 
gan Medical Center. One hundred and ninety-nine 
lesions were malignant (Table I), and 186 of these 
were of epithelial origin, namely, carcinoma. The re- 
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maining thirteen cases were sarcomas and melanoblas- 
tomas. The latter are considered by many to be of 
epithelial origin but were not so classified in this 


study. 


TABLE I! PRIMARY NEOPLASMS AND CYSTS OF 


THE VULVA 


Type of Tumor Total 
All primary cysts and neoplasms 719 
Cysts 145 
Neoplasms 574 
Malignant neoplasms 199 
Malignant epithelial neoplasms (carcinomas) 186 


Classification of the various types of carcinoma of 
vulva that are encountered and the numbers of the 
different types which we have encountered during the 
selected period are given in Table II. Ten per cent 
of the lesions were intra-epithelial or in situ in nature. 
These possessed all the cytologic features of carci- 
noma. There was no extension of the neoplastic 
process beyond the epidermis, squamous mucosa, or 
the epidermal appendages. Not all forms of intra- 
epithelial (in situ) carcinoma of vulva are histologi- 
cally and clinically the same, and three distinctive 
types of histologic lesions can be recognized. 


Intraepithelial Squamous Cell Carcinoma 
Simplex-Type—This is probably the least distinc- 
tive and the least readily recognized form of carci- 
noma in situ. It is distinctly different from Bowen’s 
or Paget’s disease and is usually observed in associa- 


tion with leukoplakic vulvitis. Squamous cells of the 
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involved area are well differentiated although atypical, 
possess hyperchromatic nuclei, and frequent division 
figures (Fig. 1). The neoplastic cells do not extend 
in all instances throughout the entire thickness of the 
squamous epithelium. The histologic changes are 
subtle and difficult, if not in some instances impos 
sible, to distinguish from pseudoepitheliomatous hyper- 
plasia. This form of carcinoma can be diagnosed 
only by multiple biopsies of an area which clinically 
presents the features of leukoplakic vulvitis. 


Bowen's Type—The concept that Bowen’s disease 
is a premalignant dermatosis is no longer valid, and 
it is accepted as a distinctive clinical and histologic 
form of carcinoma which exists in a non-invasive or 
intra-epithelial phase, frequently for long periods, 
after which it becomes invasive and may metastasize. 
Eleven per cent of all squamous cell carcinomas of 
vulva reviewed by Abell and Gosling' were con 
sidered to be of Bowen’s type. 

The majority of patients with Bowen’s disease are 
much younger than those with other forms of vulvar 
carcinoma, the average age being forty-three years. 
There is a higher incidence of Negro patients and of 
pre-existing vulvar granulomas than encountered for 
other types of vulvar carcinoma. Pruritus is the most 
frequent complaint. The disease involves the labium 
majus and labium minus with about equal frequency 
and in 50 per cent of our cases there were two o1 
more separate foci of involvement. The lesions grossly 
appear as thickened, slightly elevated, crusted patches 
or plaques that have sharp serpiginous margins. Some- 
times they have a flat verrucal configuration and 
multiple superficial ulcers may be present. When the 
crusts and keratotic flakes are removed, the surfaces 
are dull red and moist. The involved areas of moist 
squamous mucosa present a granular dull-red appear 
ance. 

The histologic features of Bowen’s disease are dis 
tinctive and show wide, often multicentric, areas of 
involvement of epidermis, or mucosa, or both. There is 


thickening of the involved squamous epithelium with 


patchy hyper-keratosis and para-keratosis. The nor- 
mal stratification of cells is lost and the epithelium 
may be thrown into verrucal folds. Many of the 
nuclei are irregular in contour, hyperchromatic, and 
division figures (including abnormal forms) are fre- 
quent (Fig. 2). Corps ronds, abnormal grains, multi- 
nucleated giant cells, and micropearls are other fea- 
tures of the neoplastic change. Vulvar recurrences 
appeared in six patients and in one of these, metas- 


tases to regional lymph nodes occurred. In two 
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instances the recurrences consisted of in situ carcino- 
matous changes in vaginal and anal mucosa. 

An important observation is the association of other 
primary malignant neoplasms in patients with Bowen’s 
disease (37.5 per cent as compared to 1.5 per cent 
for the usual form of epidermoid carcinoma of the 
vulva’). In the majority of these cases, the other 
primary lesions were in the uterine cervix suggesting 
a common reactive field to either hormonal or infec- 
tive agents, or both. Woodruff and Hildebrandt? also 
noted an increased incidence of carcinoma of the 
uterine cervix in association with Bowen’s disease of 
the vulva. Although histologically the lesions of 
Bowen’s disease have a wild cytologic picture with 
many bizarre cells, frequent division figures and 
tumor giant cells, survival ratios, even with associated 
infiltrative growth, are much better than those of the 
less bizarre type of epidermoid carcinoma. Only in 
one of the cases of Bowen’s disease was death attri- 
buted to the carcinoma. 


Paget's Type—Extramammary Paget's disease of 
the vulva is a rare lesion which has been accorded 
much more recognition than its incidence justifies. It 
has at times been confused with Bowen's disease and 
with achromatic melanoblastoma. The disease exists 
in two phases: an intra-epithelial phase and an infiltra- 
tive phase. The neoplasm appears to arise from cells 
in the epidermis that still possess the ability to pro- 
duce a mucinous material and from cells in the apo- 
crine sweat glands.*-7 Infiltration of the dermis may 
subsequently proceed from foci of neoplasm within 
the epidermis, or from foci within the sweat glands. 

The majority of the patients with Paget’s disease 
of the vulva are over sixty years of age, ‘frequently 
in the seventies, and oider on the average than the 
patients with any of the other forms of vulvar carci- 
noma. Presenting complaints are usually soreness, 
some itching, a burning sensation, and extreme tender- 
ness. The areas of epidermal involvement on the 
labium majus are sharply defined, the tissues thick- 
ened, edematous, red, moist, and eczematoid. 

On histologic examination, the epidermal involve- 
ment has frequently been described as presenting a 
“torn lace’? appearance with Paget cells scattered 
singly and in clusters throughout an otherwise normal- 
appearing layer (Fig. 3). These Paget cells have 
vesicular nuclei and pale or vacuolated cytoplasm, 
and give a positive reaction for mucin. Similar cells 
are found in the skin appendages, especially the 
apocrine sweat glands. In assessing biopsies it is im- 
portant not to confuse the involvement of skin ap- 
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Fig. 1. Intra-epithelial squamous cell carcinoma, simplex type. There is thickening of the epidermis 
with acanthosis and parakeratosis. The squamous cells are hyperplastic with hyperchromatic nuclei 
and scattered division figures. The bizarre atypicalities of Bowen’s disease are absent 


Fig. 2. Intra-epithelial squamous cell carcinoma, Bowen’s type. There is a marked atypical hyper- 
plasia of epidermis with marked hyperkeratosis, corps ronds, prominent grains, and frequent division 
figures. There is no infiltrative growth. 


Fig. 3. Intra-epithelial carcinoma, Paget’s type. The epidermis is thickened and Paget’s cells are 
scattered throughout, primarily near the basal layer. The intervening squamous cells appear normal 
There was no infiltrative carcinoma in this specimen 


Fig. 4. Infiltrative squamous cell carcinoma consisting of nests of atypical but well-differentiated 
squamous cells forming whorls and keratin pearls 








CARCINOMA OF THE VULVA—ABELL ET AL 


pendages with infiltrative growth. Histochemical pro- 
cedures may be required to differentiate the lesion 
from an achromatic or relatively achromatic melano- 
blastoma. 


Infiltrative Squamous Cell Carcinoma 

Epidermoid Type—This lesion comprises the bulk 
of carcinomas of vulva and is the type generally 
referred to when a writer simply speaks of vulvar 
carcinoma. Its development is frequently preceded 
by leukoplakic vulvitis or chronic granulomatous dis- 
ease. Because of its epidermoid features, it is often 
viewed simply as carcinoma of skin, and its extremely 
lethal nature is ignored. 

These patients are typically post-menopausal with 
an average age in the early sixties.2 While some cen- 
ters report a high incidence of previous granuloma- 
tous disease of the vulva,® only five patients in our 
series gave any such history. The commonest symp- 
tom is vulvar pruritus which is frequently of several 
years’ duration and often associated with benign 
vulvar irritation which preceded the carcinoma. Per- 
haps, because of the chronic nature of the complaint, 
the patient is inclined to be slow in seeking medical 
attention. In this series, thirty patients were aware 
of a vulvar tumor, and ten of an ulcerated bleeding 
lesion, for an average of nine months before they 
sought medical advice. 

This form of carcinoma rarely offers any difficulty 
in histologic diagnosis. It is usually a well-differen- 
tiated lesion with a good deal of keratin formation. 
The cells closely resemble squamous cells, form kera- 
tin nests and whorls, and sometimes prominent inter- 
cellular bridges (Fig. 4). Although the nuclear abnor- 
malities of malignancy including division figures are 
present, they are not as striking as, for example, most 
forms of carcinoma of uterine cervix. In a review of 
133 cases, which are included in this series,> areas 
of in situ carcinoma were observed in association 
with 18 per cent of the infiltrative lesions. Twenty-six 
per cent of the lesions in the vulvectomy specimens 
were multicentric in nature.* Changes of either leuko- 
plakic vulvitis or kraurosis vulvae were present in 64 
per cent of the lesions. 


Bowenoid Type—Nine of twenty cases of Bowen’s 
disease of this series had associated areas of infiltra- 
tive growth. These areas possessed histologic features 
which differed from the usual form of epidermoid 
carcinoma; keratin formation was less and division 
figures, especially bizarre forms, ware more frequent. 


There were also vacuolated cells resembling corps 
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TABLE II. MALIGNANT EPITHELIAL TUMORS 


(CARCINOMAS) OF VULVA 


Number | Total 
| of Patients | 


Type of Tumor 


. Intra-epithelial squamous cell (in situ) 
carcinoma 
(a) Simplex type } 
| 


(b) Bowen’s type 
(c) Paget’s type 
. Infiltrative squamous cell carcinoma 
(a) Epidermoid type 
(b) Bowenoid type 
. Primary adenocarcinoma 
(a) Vestibular or vulvovaginal glands 
(b) Ectopic breast tissue 
(c) Apocrine sweat glands (hidradenoid) 
(d) Mesonephric duct 
IV. Basal cell carcinoma of skin 
V. Pseudoadenomatous (adenocystic) basal cell 
carcinoma of vestibular glan 
VI. Infiltrative Paget’s disease 
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| 


Total 


— 
x 
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ronds, and multinucleated tumor giant cells similar 
to those seen in the intra-epithelial phase of the dis- 
ease. Although the lesions appeared less well differ- 
entiated than the orthodox form of squamous cell 
carcinoma, the progression seemed slower and the 
prognosis better. These interpretations, however, must 
be further evaluated by the assessment of larger num- 
bers of this form of carcinoma. Certainly the his- 
tologic as well as the clinical features justify its 
separation from the usual form of squamous cell 
carcinoma in this area. 


Primary Adenocarcinoma 

Primary adenocarcinoma of the vulva is a rare dis- 
ease and most examples that have been reported have 
arisen from the vestibular glands, especially the great- 
er vestibular (Bartholin’s) glands. Other sites of origin 
include sweat glands of vulva, mesonephric remnants, 
and ectopic breast tissue. 

The majority of carcinomas of Bartholin’s gland 
are gland cell carcinomas (adenocarcinomas) (Fig. 5), 
the others being squamous cell carcinoma.’*"* The 
patterns of growth vary considerably, and this ac- 
counts for the wide variety of descriptive names 
applied to the different lesions. The patterns of 
growth which are most frequently encountered are 
simplex, medullary, muciferous, and acanthoid (acan- 
thoadenocarcinoma). The majority of tumors appear 
between the ages of forty and sixty years and present 
as a nodule in the region of Bartholin’s gland covered 
by intact mucosa. Some neoplasms may be soft or 
cystic and mis-diagnosed as a cyst or chronic hyper- 
trophic inflammation. The five-year survival rate for 
the cases reported in the literature is approximately 
10 per cent. Two of the adenocarcinomas of vulva 
listed in Table II were considered to have arisen in 
Bartholin’s gland. 
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Fig. 5. Medullary gland cell carcinoma (adenocarcinoma) of Bartholin’s gland. There are lobular 
masses of carcinomatous cells which are attempting to form small acinar spaces 

Fig. 6. Scirrhous carcinoma of ectopic breast tissue. The neoplastic cells arranged primarily in cords 
are adjacent to a portion of a lobule of mammary tissue 

Fig. 7. Basal cell carcinoma of skin of vulva. Masses of small uniform basal cells extend into 
dermis from the basal layer of epidermis and hair follicles. 

Fig. 8. Pseudoadenomatous basal cell carcinoma of vestibular glands. The small neoplastic basal- 
like cells are in nests and clumps throughout a loose pale stroma. Clumps of neoplastic cells are 
within perineural lymphatic channels. 
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The one example of primary adenocarcinoma which 
arose in ectopic mammary gland tissue has been re- 
ported by Hendrix and Behrman’? (Fig. 6). Greene’® 
also reported adenocarcinoma of supernumerary breast 
in labia majora. Origin from ectopic breast tissue 
must be considered for otherwise obscure primary 
gland cell carcinomas of vulva. 

Hidradenomas of vulva, sweat gland adenomas, 
usually of apocrine origin, were at one time inter- 
preted as well-differentiated adenocarcinomas.'* Al- 
though carcinoma may arise in sweat glands, either 
de novo or as a carcinomatous change in a pre-exist- 
ing hidradenoma, such an occurrence is extremely 
rare. It is also possible that gland cell carcinomas 
of vulva may develop from mesonephric remnants, 
endometriosis, and Skene’s ducts, but we have not 


recognized any such lesions in this series. 


Basal Cell Carcinoma of Skin 


This lesion is histologically similar to basal cell 
carcinomas of cutaneous origin that are found on 
other surface areas of the body. They arise from 
either the surface epithelium or the epithelium of 
skin appendages, or both. They are frequently multi- 
centric in nature. This form of basal cell carcinoma 
must not be confused with basal cell carcinoma of 
glandular origin. Approximately 100 cases have been 
reported in the literature.1°-"" 


The lesions are found on the labium majus, almost 


exclusively in Caucasians over sixty years of age. 


They appear as slowly-growing, painless nodules, the 
only symptom frequently being slight itching or sero- 
sanguineous discharge when the lesion has ulcerated. 
Various growth types are seen, including the classical 
rodent ulcer which is an ulcerated nodule with in- 
durated, pearly borders. In other instances the tumor 
may appear to lie within the dermis presenting a firm 
nodule covered by a thin but intact epidermis. A 
third growth type appears as superficial erythematous 
scaly patches, and is frequently multicentric in nature. 
Any of the lesions may possess considerable melanin 
pigment. 

Histologically, various patterns of growth are en- 
countered. The lesions are seen to arise from epider- 
mis or skin appendages, or both, and to spread into 
the adjacent dermis (Fig. 7). The predominant cells 
are small with minimal cytoplasm and hyperchromatic 
nuclei. They may produce small amounts of keratin 
and in the vulva they frequently contain granules of 
melanin. There is no relationship of this lesion to 
leukoplakic vulvitis or to the various types of vulvar 
granuloma. 
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Extension of the neoplasm is by direct infiltration 
of the dermis and subcutaneum, and for practical 
purposes, metastases do not occur. Local recurrences, 
however, may take place if excision is not adequate. 
The pigmented basal cell carcinoma must be differ- 
entiated clinically and histologically from melano- 
blastoma. 


Pseudoadenomatous Basal Cell Carcinoma 

of Vestibular Glands 

This is a distinctive histological lesion which is 
identical to lesions of major and minor salivary glands, 
mouth, tongue, pharynx, nasopharynx, paranasal 
sinuses, lacrimal glands, trachea, bronchus, esophagus, 
and mammary gland. It has also been designated 
cylindroma'® and adenocystic basal cell carcinoma.?® 
We prefer the terms pseudoadenomatous or adeno- 
cystic basal cell carcinoma.?°:?! The lesion should 
not be confused with basal cell carcinoma of the skin 
or with a possible malignant change in a pre-existing 
hidradenoma. The origin is considered to be from 
ducts of either the lesser or the greater vestibular 
glands. Although no cases are included in this series 
(Table II), we have encountered two such lesions, 
both of which were thought to arise from lesser 
vestibular glands. 

Histologically, the tumors consist of small basal 
cells with little cytoplasm and relatively large hyper- 
chromatic nuclei. Division figures are usually infre- 
quent. The cells form pseudoacini, anastomosing 
cords, and medullary sheets, often with an inter- 
vening basophilic stroma (Fig. 8). In approximately 
one-quarter of the cases there is a dense hyaline 
stroma about the cords of cells and this accounts 
for the inappropriate name cylindroma. Although the 
lesions grow slowly, they infiltrate locally, have a 
marked tendency to spread by perineural lymhatic 
channels, and metastasize to the lung. Recurrences 
are frequent and often take place many years after 
the original surgical procedure. Both the recurrences 
and the metastases grow slowly and the patients 
may live for long periods comparatively free of 
symptoms. The natural history of the neoplasm and 
its distinctive histologic appearance require that it 
be separated from other forms of vulvar carcinoma 


Infiltrative Paget’s Disease 
Extramammary Paget’s disease of the vulva is a 
distinct entity, as previously mentioned. Whether 
all forms have an in situ phase as such can be 
debated, but certainly some forms of the disease 
when initially diagnosed appear to be intra-epithelial 
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and other forms when first seen show fairly extensive 
infiltration of the dermis. The infiltrative form of 
Paget’s disease runs the expected course of carci- 
noma with metastases to regional lymph nodes and 
sometimes distant metastases to various organs 
throughout the body.*?*-?* We have encountered no 
examples of this type of carcinoma during the period 
selected for review. 


Treatment 


In considering treatment, the important decision 
depends upon the presence or absence of invasive 
growth in the initial biopsy. Little distinction among 
morphologic groups need be made beyond this point. 
Thus, for example, the various types of adenocarci- 
noma are considered invasive and treated with radical 
excision. Only for the infrequent basal cell carci- 
nomas do we make any real change in therapy. 
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surface of symphysis 


Clitoris stump 


fe Urethra 
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+¥f{_ urogenital 
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Fig. 9. Radical and wide vulvar excision down to inferior 
leaf of urogenital diaphragm 


Invasive Carcinoma.—Surgery for invasive carci- 
noma has been widely discussed, and the details of 
the method vary among authors.?5-?® Be this as it 
may, in the surgical objectives accomplished, they 
are all in essential agreement: 


1. Wide vulvar excision to the lateral margins of 
the perineal area and completely down to the in- 
ferior fascia of the urogenital diaphragm (Fig. 9). 

2. Bilateral dissection and removal of superficial 
inguinal lymph nodes and tissues (Fig. 10). 

3. Bilateral removal of the deep inguinal and 
femoral nodes, round ligament, and associated tissue 
from the inguinal canal. 

4. Bilateral dissection and removal (extraperitone- 
ally) of the external iliac nodes and the nodes in 
the obturator area (Fig. 11). 
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The massive wound which results may almost 
always be closed in part, in the inguinal areas 
particularly. The surgeon should, however, remember 
the considerable healing power inherent in the peri- 
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Fig. 10. The main points of superficial inguinal dissection: 
(5) Fossa ovalis and connecting point with femoral vein of 
(4) greater saphenous and external pudendal, (3) lateral 
saphenous, (1) superficial iliac circumflex, and (2) superficial 
epigastric veins. Note also the round ligament which inserts 
into labium majus 
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Fig. 11. Extraperitoneal approach to external iliac and 
obturator lymph nodes after opening and evacuating the 
inguinal canal 
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neal area and leave the greater part of the repair 
to nature. Efforts to pull the lateral and anterior 
margins of the vaginal mucosa to the margins of 
peripheral skin are particularly unwise for this al- 
most always pulls the urethra downward and thus 
obliterates the posterior urethro-vesical angle. The 
incontinence which such distortion can produce will 
serve to make care of the granulating, incompletely 
healed wound still more difficult. 


The presence of this wide, partially or largely 
open, granulating wound presents several special 
problems. Significant loss of tissue fluids from such 
a surface makes periodic checks of serum proteins 
and electrolytes a necessary precaution. The patient 
would profit from the protective use of antibiotic 
therapy and should be continued on_ indwelling 
catheter drainage for eight to ten days. The early 
institution of saline irrigations and saline dressings 
maintains cleanliness. This may later be supplemented 
by the use of sitz baths and perineal bakes. It is 
possible, though not often required, to accelerate 
the ultimate healing further by the use of  split- 
thickness skin grafts. These can only be undertaken 
when there is already established a clean, regular, 
granulating base to the wound. 


The ultimate healing result is usually far less 
disfiguring than the initial wound would lead one 
to expect. What scarring and distortion does take 
place is reduced in younger women whose more 
vascular and resilient tissues heal better. We have 
in our own records authenticated cases of at least 
two vaginal deliveries of infants after radical vulvec- 
tomy, and there are doubtless others. 


That such wide surgical excision is indicated for 
any invasive lesion is supported by all that is known 
of the behavior of vulvar cancer. Once the disease 
has entered lympathic channels its potential for 
spread into contralateral tissues and lymph nodes is 
virtually as great as for spread on the side of the 
lesion. When we compare absolute survival rates 


for the invasive carcinomas in the group under study, 
we find the patients who have had radical vulvectomy 
and inguinal node dissection (approximately one-half 
the total series) had a 63 per cent five-year survival 


rate, while those who had some lesser degree of 
surgical excision had a rate of only 31 per cent. 
It must be pointed out that the group with lesser 
surgery included some advanced cases in which only 
palliative vulvectomy could be done, but it also 
included a good many cases in which the lesion was 
so early, or at least so small, that the physician felt 
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a lesser procedure than radical vulvectomy would 
certainly suffice to remove the tumor entirely. 


A system of clinicopathologic staging of carcinoma 
of vulva treated by complete vulvectomy and bilateral 
lymph node dissection has been devised which ap- 
pears to allow an accurate evaluation of treatment.® 
This system is as follows: 


Stage 1: Unicentric infiltrative squamous cell carci- 
noma restricted to dermis. 

Stage Il: Unicentric carcinoma restricted to vulva 
but infiltrating subcutaneum, or multicentric carci- 
noma restricted to vulva irrespective of depth of 
infiltration. 

Stage Ill: Infiltrative squamous cell carcinoma with 
metastases to regional lymph nodes. 

Stage IV: Advanced infiltrative squamous cell car- 
cinoma with regional infiltration of vagina, rectum, 
or urinary bladder; or distal metastases. 


Using this classification, the crude five-year sur- 
vival rate for Stage I carcinoma was 90 per cent, 
for Stage II, 69 per cent, and for Stage III, 25 per 
cent. If the stage of the disease is combined with 
the histologic grade of the disease the prognostic 
value is greatly improved; five-year survival rate for 
Stage I, Grade I carcinoma was 100 per cent.® 


Intra-epithelial Carcinoma.—In instances when the 
initial biopsy reveals only intra-epithelial carcinoma, 
what should the course of action be? The answer 
in this group is, perhaps, a bit less clear-cut, but the 
authors have come to hold certain definite beliefs: 


1. Wide total vulvar excision, essentially radical 
vulvectomy, is the procedure of choice. 

2. The specimen so obtained is serially blocked 
and a large number of sections are examined. 

3. If any area of invasion is identified, then a 
bilateral inguinal lymph node dissection is done as 
a “second stage.” 


Such an aggressive procedure is dictated by the 
natural history of in situ disease of vulva, as we 
have come to understand it. It is entirely possible 
that isolated areas of invasion may exist in con- 
junction with extensive in situ carcinoma in the large 
majority of cases. Our own examinations have con- 
vinced us that this is often so. We are also con- 
vinced that this is never a decision which can be 
made on gross clinical inspection alone. It is even 
more certain that in situ carcinoma is typically multi- 
centric, rendering any single local excision futile in 
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either eradicating local in situ disease or in eliminat- 
ing the possibility of invasive growth in some other 
area. 

Significant survival figures to support the wisdom 
of the more radical approach cannot be derived from 
so small a series as this, but it is interesting to note 
that recurrence of local malignancy was almost twice 
as common in the limited excision group as in the 
group treated initially with radical excision. 


Basal Cell Carcinoma of Skin Vulva.—This very 
small group remains the one refuge of the wide local 
excision concept of treatment for carcinoma. In these 
patients alone can one justify the partial or simple 
vulvectomy with any hope of eradicating the disease. 
Results of such limited treatment are generally good 
but the patient should be kept under clinical obser- 
vation. 


This concept of local excision does not, however, 
apply to the pseudoadenomatous type of basal cell 
carcinoma. This lesion has all the ability to metasta- 
size that the invasive squamous cell cancer possesses. 
Therefore radical vulvectomy and bilateral inguinal 
lymph node dissection are indicated. 
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The Undevout Astronomer Is Mad 


Who sees the varying orbs in order rise; progress unjarring, wax and wane, and vanish; 
as if self-poised, self-guided, self-existent; and is not thereby led to view a God, to cause 
to guide, and balance, orb and orbit, through the immense of Heaven’s extended space :— 
Is but a dunce in Nature’s highest school; a blinded atheist, maniac, or fool —ANONYMOUS, 


1800. 
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Pseudosarcomatous Fibroblastic Proliferations 


F rosiastic proliferations and fibroblastic tu- 
mors capable of local recurrences or of distant 
metastases pose serious problems of classification and 
frequently behave in unpredictable fashion. Well- 
known histologic criteria for most benign and malig- 
nant tumors of epithelial origin seem to be of little 
value in diagnosis and grading of fibroblastic lesions. 

Histologically similar, well-differentiated fibroblas- 
tic lesions may display entirely different clinical be- 
haviors, producing in one instance numerous although 
delayed recurrences and eventual distant metastases, 
remaining localized in another and failing to recur 
after excisidén. On the other hand, some fibroblastic 
proliferations which exhibit histologically an alarm- 
ing degree of cellular activity, with atypical nuclei 
and even bizarre mitotic figures, are amendable to 
simple excision and rarely produce distant metastases. 

This latter group of lesions is the subject of this 
discussion. Malignant tumors of fibroblasts, known 
as “fibrosarcoma,” were thoroughly reviewed by Stout 
in 1948, who noted that histologic criteria alone 
are not sufficient for accurate diagnosis and that 
prognosis depends on localization of the tumor and 
probably upon the patient’s personal predisposition. 
Fibroblastic tumors arising in the skin have more 
favorable prognoses and rarely produce distant me- 
tastases. It is even difficult to tell whether these 
lesions represent true neoplasms, or fibroblastic pro- 
liferations after known or unknown trauma. Histo- 
logic criteria for fibrosarcoma describe a lesion made 
up of spindle-shaped fibroblastic cells containing 
elongated nuclei and showing variable content of 
chromatin material. In those which are well differ- 
entiated, collagen formation is prominent and _ indi- 
vidual fibroblasts are fairly well separated from each 
other. In more malignant forms, cells are set close 
together and reticulum, as well as collagen fibers, 
are scanty. Differentiation also depends on amount 
and distribution of chromatin material, as well as 
on demonstration of increasing numbers of abnormal 
mitotic figures. According to Stout, fibrosarcoma may 
display either a pattern of interlacing fascicles or a 
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formation of spiral-like whorls with almost 90 degree 
angles forming at the line where two nodules meet. 
With only these criteria as we shall see, diagnosis 
of fibrosarcoma, a tumor capable of distant metastasis 
but usually characterized by frequent local recur- 
rences, cannot always be made only on histologic 
basis. 

Fibroblastic lesions of benign nature, like fibro- 
sarcoma, are of unkown etiology. Some occur in 
patients who give history of trauma which might be 
the result of stretching of abdominal muscles during 
pregnancy, and originate from scar tissue as in des- 
moid; or from chemical or thermal cutaneous burns 
which may stimulate the development of invasive 
and occasionally metastasizing true fibrosarcomas. 
Local ionizing radiation in excessive doses, which 
usually produces chronic radiodermatitis and malig- 
nant epithelial tumors, may also lead to formation 
of fibroblastic hyperplasia, irradiation fibrosis, and 
local recurrence. While all these traumas may pre- 
dispose, in the majority of cases etiology is unknown. 
We wish to describe benign fibroblastic tumors in 
which histologic evidence of sarcoma exists. 

Desmoid tumors usually appear in abdominal 
muscles and fascia of women following pregnancy. 
They show infiltrative growth into striated muscle, 
and are formed by well differentiated fibroblasts with 
abundant collagen fibers. Desmoid tumors may grow 
to be 6 or 7 cm. in diameter, and even recur locally, 
but apparently never produce distant metastases (Fig. 
1). Occasionally, similar tumors are found in sites 
other than the abdominal muscles, as described by 
Mason in 1930.? 
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FIBROBLASTIC 


Fig. 1. Desmoid tumor of the abdomi- 
nal wall. The tumor is composed of 
proliferating fibroblasts and is poorly 
encapsulated. Note extension of fibro- 
blasts into the striated muscle. 
and H&E X70. 


adult. Note 
fibroblasts. H&E 


Gross 


Fibroblastic proliferation in Dupuytren’s contrac- 
ture of palmar and plantar fascia frequently forms 
markedly cellular nodular lesions. We have observed 
with this (Fig. 2). 


Dupuytren’s contracture is closely related in appear- 


numerous patients condition 
ance to desmoid tumors; and when accompanied by 
typical palmar or plantar contraction is easily recog- 
nized. Occasionally, it may be mistaken for fibro- 
sarcoma, especially when it occurs in the foot and 
when there are frequent recurrences. There is often 
history of trauma and familial history for develop- 
ment of palmar fibromatosis. A particularly difficult 
problem is presented in diagnosis of juvenile fibro- 
matosis. These tumors appear in children aged be- 
tween one month to fifteen years and the more 
frequently involved parts are neck, hands and feet, 
and shoulders. The growth is nodular, non-encap- 
sulated and infiltrative into fascia and striated muscle. 
Histologically, it may vary from scar-like tissue in 
some patients to more cellular and atypical fibro- 
Stout® 1954 cited his 
personal experience with forty-four cases of juvenile 


blastic growth in others. in 
fibromatosis and concluded that except for a few 
lesions (keloidal fibromatosis, plantar fibromatosis 
and juvenile aponeurotic fibromas) no definite pre- 


diction of their behavior could be made. The lesions 
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Fig. 2. Plantar fibromatosis in 
nodules 


X17. 


McDONALD 


an 
of proliferating 


Fig. 3. Nodular fasciitis. The actively 
proliferating fibroblasts are associated 
with an_ inflammatory H&E 
x 64. 


reaction 


may recur and show, on few occasions, relentless 
localized infiltrative growth; but in no instance have 
distant metastases been found. 

It 


may occur in young or middle-aged individuals, in 


Nodular fasciitis also deserves brief mention. 


subcutaneous tissues of the extremities, or deep with- 


in muscle. The lesion is not encapsulated and is 
poorly circumscribed. Histologically, it shows a 
typical feathery pattern with swollen fibroblasts, 
edema, and scattered lymphocytes and macrophages, 
an appearance which differentiates this lesion from 
other types of fibromatoses (Fig. 3). Local excision 
is the usual treatment; recurrences are rare. 
Another lesion which may follow trauma is myo- 
sitis ossificans. In this peculiar condition fibrosis 
occurs accompanied by infiltration of striated muscle 
by immature young fibroblasts with foci of cartilage 
and bone formation. We have seen such a lesion in 
a fifty-five-year-old man, who, with hematoma in 
the leg, developed rapidly increasing swelling and 
induration of the muscles of the thigh four weeks 
after an automobile accident. The 
10x 5 cm., and was hard and fixed but not tender. 
It was attached to underlying bone. Biopsy showed 
active fibroblastic proliferation, islands of cartilage, 


and immature bone formation (Fig. 4). Differential 


mass measured 
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diagnosis requires consideration of periosteal osteo- 

genic sarcoma. This lesion can be easily over-diag- 

nosed if history of trauma is not considered. 
Dermatofibrosarcoma protuberans (Hoffmann) and 


», 


Fig. 4. (left) Myositis ossificans. 
and cartilage. H&E X64. 


sarcoma of the skin following radiation was reported 
by Perthes in 1904.4 Numerous reports of | this 
development have appeared in the literature. Deuticke 
in 1939° made an extensive review on sarcomas 


Note the proliferating fibrous tissue, bone 


Fig. 5. (right) Post-irradiation pseudosarcoma of skin over sternum. Note 
bulky ulcerated tumor grossly and actively proliferating fibroblasts with bizzare 


mitotic figure. H&E 64. 


progressive recurrent dermatofibroma (Darier) rep- 
resent similar fibroblastic proliferations occurring in 
the skin. In each instance there are well differenti- 
ated interlacing bundles of fibroblasts, usually with 
abundant formation of collagen fibers. Mitotic figures 
are not present and differentiation of these two 
cutaneous fibroblastic proliferations lies in their gross 
appearance: a single nodule occurs in dermatofibroma 
of Darier, while numerous nodules form in derma- 
tofibrosarcoma protuberans. There is induration 
and reddish discoloration of the skin; metastases are 
unknown, but the recurrence rate is quite high. 
Ionizing radiation can produce damage to collagen 
tissue of the skin which in most patients will subside 
following the acute phase with disappearance of 
edema and of young and abnormal fibroblastic cells. 
Residual fibrosis may be noted on examination of 
such previously irradiated skin, but in most patients 
this reaction is negligible. Progressive irradiation 
fibromatosis and pseudosarcomatous fibroblastic pro 
liferation may develop occasionally following treat- 
ment for various benign and malignant skin lesions 
and for deep seated tumors. The first case of fibro- 
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arising in the skin of patients treated by ionizing 
irradiation for lupus vulgaris or for tuberculosis of 
joints. It was already noted more than twenty years 
ago that the rate of distant metastases from these 
lesions was low except from those in the vicinity 
of bone; in patients with these lesions, fibroblastic 
tumors forming cartilage and osteoid material pro- 
duced distant metastases more frequently. It is, how- 
ever, probable that these lesions arise from irradiated 
bone. Pettit® in 1954 noted progressive irradiation 
fibromatosis and fibrosarcomas in patients treated by 
irradiation. 

We have studied five patients previously treated 
by irradiation who developed pseudosarcomatous 
fibroblastic lesions in the skin, separately or associated 
with malignant epithelial tumors. Their ages ranged 
from twenty-one to forty-three years; the latent peri- 
od between irradiation and first occurrence of the 
lesion ranged from one and a half to eighteen years. 
Some fibroblastic lesions recurred locally, and in one 
patient unrestricted local growth was the immediate 
cause of death (Fig. 5). 


One of these patients died from a separate squam- 
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ous cell carcinoma which developed in an area of 
chronic radiodermatitis; and another succumbed to 
malignant lymphoma. In none did pseudosarcomatous 
tumor produce distant metastases. Histologically, such 


However, the 
pseudosarcomatous element has never produced dist- 
ant metastases and thus resembles pseudosarcomas 
of the skin following irradiation. 


indicating histological malignancy. 


Fig. 6. Pseudosarcoma of larynx associated with squamous carcinoma. 
spindle cell fibroblastic element forms the bulk of the tumor. H&E * 64. 


lesions are composed of active young fibroblastic 
cells showing variable amounts of collagen formation, 
marked pleomorphism and atypical nuclei, frequent 
giant mononuclear forms, and abundant abnormal 
mitotic figures. In one instance, the tumor also 
formed immature cartilage and bone. 

Lane’ and Stout® in 1957 described peculiar poly- 
poid and pedunculated tumors occurring in esophagus, 
larynx, and oral cavity. These had bulky, edema- 
tous appearances and ulcerated surfaces. These le- 
sions were composed largely of young immature 
fibroblasts forming whorls and interlacing bundles 
and showed inflammatory infiltration and edema be- 
tween individual cells and bundles. These tumors 
were always associated with squamous cell carcinoma; 
and the carcinomatous component was sometimes 
either inconspicuous or superficial. In patients in 
whom metastases to regional lymph nodes occurred, 
only the carcinomatous component could be found 
in the secondary deposit. Carcinomas were of squam- 
ous cell type and sometimes hard to find on surfaces 
of these large partially ulcerated and inflamed tumor 
masses, unless the condition was suspected and careful 
search was made for squamous cell carcinoma. A 
striking finding associated with squamous cell carci- 
noma was the alarming degree of cellularity and 
bizarre mitotic figures of the fibroblastic component, 
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We have studied pseudosarcoma of the larynx 
associated with squamous cell carcinoma of the vocal 
cord in a forty-year-old man with intermittent hoarse- 
ness of five and one-half years’ duration. He had 
a smooth, greyish, pedunculated mass, approximately 
2.5 cm. in diameter, arising from the anterior surface 
of the left vocal cord. The bulk of the tumor was 
produced by bizarre fibroblastic growth and only 
occasionally on the surface were there islands of 
intra-epithelial and invasive cell carcinoma (Fig. 6). 
The other lesion occurred on the gum of the mandible 
of a seventy-six-year-old woman. She gave a history 
of a sore on the gum for two months; at examina- 
tion, a granular lesion was seen between the remain- 
ing molar teeth. Histologically, this appeared to be 
a sarcomatous fibroblastic growth composed of spin- 
dle-shaped cells forming abundant collagen material 
and arranged in interlacing slender strands and 
bundles. On the surface of the lesion there was well 
differentiated squamous cell carcinoma showing foci 
of infiltration into the underlying mass of atypical 
fibroblasts. Large hyperchromatic cells, pyknotic 
nuclei, and abnormal mitotic figures were present in 
both of these cases. These patients had been treated 
by local excision followed by x-ray therapy. Etiology 
of this condition is unknown but one explanation is 
that this represents a peculiar, abnormal fibroblastic 
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proliferation, initiated by overlying intra-epithelial or 
invasive squamous cell carcinoma. An inflammatory 
component was present in these lesions in our two 
patients, a finding also noted previously by Lane. 

Treatment is primarily surgical; wide excision in 
normal tissue should be carried out as for squamous 
cell carcinomas. In patients so treated the rate of 
local recurrence was low. 


Discussion and Conclusions 

Following almost any injury to collagenous con- 
nective tissue, there may be active fibroblastic pro- 
liferation in the skin and callus formed at the site 
of fracture. In this normal reaction to injury, fibro- 
blastic activity subsides and collagen bundles appear 
and become hyalinized in varying degrees. Following 
natural repair of trauma, scars form. In a few 
patients, however, fibroblastic activity does not stop 
at this point. Instead, there is continuous prolifera- 
tion, extension, and infiltration into the adjacent 
subcutaneous layer, striated muscles, fascia, or sub- 
mucosa (in patients with oral or laryngeal lesions). 
Following original excision of the nodule in the skin 
or subcutaneous tissues the lesion may recur locally, 
retaining its original histologic pattern, or increasing 
the degree of activity and cellular pleomorphism. 
This is apparently the point where a line should be 
drawn between benign and malignant fibroblastic 
lesions, but it is frequently impossible to determine 
this line by histologic criteria alone. The benign 
nature of fibroblastic reaction is found in most 
instances but occasionally unrestricted and infiltrative 
growth following the same basic trauma can occur. 
As stated above, trauma to the skin is usually fol- 
lowed by scar formation and complete healing; but 
sometimes fibroblastic lesions, even frank fibrosar- 
comas with distant metastases, may develop in cu- 
taneous scars. Chronic irritation of the wound, in- 
fection, and underlying chronic osteomyelitis have 
been complicating and inciting factors. 

Stout' thought that trauma was not a significant 
factor for development of fibroblastic proliferations. 
However, his findings in thirty-six patients in whom 


fibrosarcomas developed in scars, and who had plan- 
tar fibromatosis usually following traumatic injury, 
were against this view. Pseudosarcomas of the skin 
following irradiation appear to have a definite rela- 
tion with fibroblastic growths and previous injury 
from ionizing irradiation; and pseudosarcomas occur- 
ring in the oral cavity, in the larynx and in the 
esophagus, also apparently represent peculiar response 
to overlying squamous cell carcinomas. 

We still cannot explain why a few patients react 
with bizarre pseudosarcomatous fibroplastic prolifera- 
tion to the same degree and kind of trauma which 
generally produce only the fibroblastic activity neces- 
sary for repair. Apparently personal susceptibility 
and predisposition to excessive, sometimes unrestricted 
cellular proliferation are important factors. 


Summary 

An attempt is made to draw more definitely the 
line between benign and malignant fibroblastic activity 
following injury. Histological criteria are pointed out 
and examples of bizarre fibroplastic lesions, especially 
pseudosarcomas, are discussed in the light of the 
authors’ experience. While no definite conclusion 
can be drawn, it appears that personal susceptibility 
and predisposition are at least as important as nature 
and location of apparently precipitating injury. 
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Consider Progressive Care in Maryland 


A four-year pilot program to extend the principles 
of “progressive patient care” to aged or chronically 
ill patients has been proposed by the Maryland De- 
partment of Health and the State Commission on 
Aging. The program, under consideration by the 
Governor, would call for establishing “coordinated 
medical centers” throughout the state, under central 
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supervision of a medical director. 

Financed by state funds, the centers would consist 
of an acute disease hospital for intensive therapy, a 
chronic disease institution or unit for patients requir- 
ing long-term treatment, and a nursing home providing 
comprehensive rehabilitation services for a period as 
long as six months. 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 

He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C later.) Homer 


Jackson knows that these oranges are of 


comes 


a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission, 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


© Florida Citrus Comm 


sland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C, 
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Neomycin— 


Fo am Triamcinolone Acetonide 


7.5 ec. and 15 ce. 
push-button dispensers 
Neat, not messy or sticky— 
spreads readily without 
irritation or burning—for 
oozing, crusted, severely 
inflamed and injured skin 
or mucous membranes. 


Each cc. contains 


Aristocort Triamcinolone Acetonide, 11mg... . 0.1 


Neomycin Sulfate, 5 mg 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions to 
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Aristoderm 
Foam 0.1% testn 
7.5 ec. and 15 ee. 


push-button 
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in herpes simplex 





for inflammatory 


Aristocort 
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Tubes of 5 and 15 Gm. 


Precautions: 
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and allergic skin conditions... 
simple, sparing application — prompt, symptomatic relief— 


Aristc 


Triamcinolone Acetonide 


topicals 


HIGHLY ACTIVE WHEN DIRECTLY APPLIED TO SKIN LESIONS 


A recent study has demonstrated the 
efficacy of triamcinolone acetonide 0.1 per 
cent in 222 patients with a variety of 
allergic and inflammatory dermatoses. 
The conditions included in the study were 
contact dermatitis, seborrheic dermatitis, 
neurodermatitis, atopic dermatitis, and 
pruritus vulvae. 


The anti-inflammatory and antipruritic 
efficacy of triamcinolone acetonide was 
shown by the prompt contro! of itching 
and resolution of affected areas. Cahn, 
M. M., and Levy, E. J.: A Comparison of 
Topical Corticosteroids: Triamcinolone 
Acetonide, Prednisolone, Fluorometho- 
lone, and Hydrocortisone. 


Antibiotic Med. & Clin. Ther. 6:734 [Dec.] 1959. 
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For inflammatory, 
allergic, infective eye 
and ear conditions 


Each gram contains: 


Aristocort Triamcinolone Acetonide . . . 1 mg 
Neomycin Sulfate ............ 51mg 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions 
to neomycin occasionally occur. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


a 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Deprol” 
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Wilms Tumor 


Neoptasms arising from the genitourinary tract 
or from its anlage comprise a large portion of 
malignancies in the pediatric age group. Wilms tumor 
alone accounts for 20 per cent of all solid tumors 
in childhood. Dargeon states that in a representative 
year many more pediatric deaths were attributable 
to urogenital tumors than to tuberculosis, at least 
in patients under five years of age.? The frequent 
occurrence of these tumors and multiple facets they 
present in diagnosis and treatment prompted this 
review of Wilms tumors. 

Since Gairdner, in 1828, recorded the first case 
of renal sarcoma in infancy, more than 2,000 have 
appeared in the world literature. In 1878, Kocher 
performed the first transperitoneal nephrectomy for 
this disease, and in 1899, Wilms published his now 
famous monograph on mixed renal tumors.* Since 
that time they have borne his name. Multiple theories 
have been advanced to explain the genesis of this 
tumor. Ribbert attributed the tumor to abberant 
totipotential sex cells at the very earliest stage of 
development. Wilms, on the other hand, believed 
the tumors arose at a later date prior to the develop- 
ment of the mid-dorsal mesodermal derivatives. 
Birch-Hirschfield after a careful histologic study con- 
cluded that the tumor arose from Wolffian body 
inclusions in the growth of the renal bud. Ewing* 
and others point out that there is such a great 
multiplicity of tissues in the tumor that it probably 
arises from the fetal kidney per se. Dean and Pack® 
hold the impression that because of the wide variety 
of histologic patterns that may be seen in this tumor, 
it probably develops at different times in embryonic 
life. Thus, if the tumor exhibits fairly well-defined 
tubular rosettes with some primitive glomerular struc- 
tures, it is probably derived late in fetal life. AlI- 
though Wilms originally described a truly mixed type 
of tumor with recognizable stromal and glandular 
elements, one often sees differentiation into other 
forms, some of which closely resemble rhabdomyo- 
sarcoma. Thus it becomes obvious that a strict 
histogenetic name is impractical in this histologically 
variegated tumor. We may properly call them all 
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Wilms tumors rather than using one of the more 
than fifty-three names that have been applied to 
this lesion. 

There is no apparent difference as to sex or site 
of involvement. The tumor has been described in 
the fetus and in a seventy-year-old man. More 
than 90 per cent occur in children less than ten 
years of age, and 60 per cent occur in children 
less than five years of age. Approximately 10 per 
cent are bilateral, and Campbell® states that in 6.5 
per cent, the tumor is present at birth; and it has 
been recorded as large enough to cause dystocia.’ 


Material 

Forty-one cases of Wilms tumors have been studied. 
There were twenty-two females and nineteen males. 
Fourteen of the patients were Negro and seventeen 
were white children. In fifteen, the tumor was located 
on the right side and in twenty-five, it was on the 
left. There was one case of bilateral involvement. 

The symptoms of Wilms tumor are well known. 
To the triad of flank mass, hematuria, and pain can 
be added fever, cachexia and other generalized signs 
of spread of the neoplasm. In our series of forty-one 
cases, the initial complaint or symptom is noted in 


Table I. 


TABLE I. INITIAL SYMPTOM OR SIGN IN WILMS TUMOR 


Abdominal pain 


Hematuria 
Weakness, Malaise, Pallor 


On careful physical examination, a palpable mass 
was present in all forty-one patients. Dean* found 
an abdominal mass in 66 per cent of his patients, 
and Lattimer noted it to be the initial complaint in 
12 per cent of his large series. Mass or enlarged 
abdomen is certainly the most common complaint 
and one which the mother often brings to the atten- 
tion of the pediatrician. It is interesting that ab- 
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dominal pain was the next most common presenting 
complaint (20 per cent) in our series and was present 
primarily in the three to five-year age group. Fever 
is a common symptom of Wilms tumor. It occurred 
as the initial complaint in 14 per cent of our cases, 
although Lattimer cites it as present in 44 per cent 
of his series. In surveying the whole group from 
our hospitals, it was noted that twenty-seven (68 
per cent) of these cases had temperature elevations 
at the time of admission to the ward. The fever 
may be due to liberation of products from varying 
areas of tumor necrosis that are present grossly as 
well as microscopically or it may represent an anti- 
gen-antibody response of the host to circulating tumor 
cells. As is the case with hypernephroid tumors in 
the adult, fever usually disappears when the tumor 
is resected. Its reappearance may herald recurrence 
or metastatic disease. While hematuria was the 
initial complaint in 7 per cent of our cases, 
red blood cells were present in the urine of 20 per 
cent of them. Thus hematuria, whether it be gross 
or microscopic, is always total hematuria, that is, 
appearing throughout the stream. It may be the 
consequence of renal congestion secondary to pres- 
sure of the tumor on the renal veins, or it may 
represent actual invasion of the renal collecting sys- 
tem by the tumor and, as such, is almost always a 
late sign of the tumor. Constitutional symptoms 
including weight loss, cachexia, and pallor were noted 
in 5 per cent of our patients, and were generally 
associated with tumors of large size and with metas- 
tatic disease. Hypertension, like the fever, almost 
always regresses after the tumor is removed. Specu- 
lation that the tumor contains a pressor substance 
is justified because the hypertension may recur when 
even extra-abdominal metastases appear. Hyperten- 
sion was present in six of the thirteen patients in 
whom blood pressure was recorded (an incidence of 
46 per cent). Lattimer noted it in 60 per cent of 
his patients, and others have noted it to be a com- 
mon symptom of this tumor.® Almost all the patients 
in our series received postoperative roentgen therapy, 
but its effect was difficult to measure objectively. 
It was certainly the cause of death in one patient 


with renal failure consequent to postradiation nephri- 


tis who, at postmortem examination, was free of 
recurrent tumor. 


Differential diagnosis includes hydronephrosis, neu- 
roblastoma, multicystic and polycystic disease, adrenal 
or pancreatic cyst, and hepatoma. Hydronephrosis 
can almost always be ruled out by appropriate excre- 
tory urographic study with delayed films. These two- 
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hour and three-hour films are most helpful in de- 
lineating poorly functioning hydronephrotic kidneys. 
Retrograde pyelograms are rarely necessary to differ- 
entiate between Wilms tumor and hydronephrosis. 
Neuroblastoma usually occurs as a hard, nodular 
non-mobile mass in the anterior abdomen, while 
Wilms tumors often give a semisolid sensation to 
touch and is located laterally in the flank and are 
usually more mobile than neuroblastomas. While 
excretary urographic films may show deformity of the 
kidney’s collecting system, neuroblastomas frequently 
appear as a suprarenal mass which depresses the kid- 
ney, while Wilms tumors often widen only part of the 
collecting system and almost always deform it. Wilms 
tumors with normal excretory urograms have been 
reported.’° Retrograde pyelograms are probably 
contraindicated when Wilms tumor is strongly sus- 
pected on clinical grounds because of the possibility 
of perforation with resultant tumor dissemination. 

Multicystic and polycystic disease may be strongly 
suspected on clinical grounds. Multicystic disease is 
usually unilateral, and often is found as a large 
flank mass in the newborn. Excretory urography 
rarely demonstrate function and retrograde studies 
are often unsatisfactory because of the frequently 
associated ureteral atresia. Polycystic disease most 
often elicits bilateral nodular flank masses in the 
young infant. A family history may or may not be 
present. These infants are often azotemic, and may 
show all the stigmata of renal failure. It is some- 
times difficult to differentiate Wilms tumor from 
polycystic disease by roentgen methods, but the 
former is usually confined to one segment or pole 
of the kidney, while polycystic disease tends to 
involve all segments of the kidney, deforming all 
the calyceal groups to some degree. The diagnoses 
of renal and pancreatic cysts, mesenteric cysts, in- 
testinal duplications, choledochal cysts and other less 
common flank or abdominal masses in children are 
usually made at laparotomy.*! 

A long and, at times bitter, controversy has ap- 
peared in literature concerning the role of radiation 
therapy in the management of Wilms tumors. One 
can find support for preoperative irradiation, post- 
operative irradiation, and no irradiation. More re- 
cent collective reviews’? indicate that preoperative 
irradiation does not influence ultimate survival sta- 
tistics, a few case reports nothwithstanding..* Our 
own impression is that the danger of waiting, during 
which time metastases may occur, far outweigh what- 
ever advantage may accrue from preoperative irra- 
diation. Postoperative irradiation also has its pro- 
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ponents and critics. Most clinics employ it exten- 
sively, some beginning when the patient is removed 
from the operating table. We think it is reasonable 
to irradiate the tumor bed with 3,000-4,000 roentgens, 
delivered in divided doses over a reasonable true 
interval. The surgical approach to these tumors 
should always be transperitoneal, and the other kidney 
should be exposed and carefully inspected. With 
the retroperitoneal flank approach, early ligation of 
the renal pedicle and handling other intra-abdominal 
conditions which may have caused the flank mass 
are difficult. 

Our survival statistics are noted in Tables II and 


III. 


TABLE Il. PATIENTS DIED 


1 year postoperative 
2 years postoperative................. 
3 years postoperative.......... 


TABLE III. PATIENTS LIVING 


1 year postoperative 

2 years postoperative. 

3 years postoperative. 

4 years postoperative................0 
5 years postoperative.. 


11 


These are obviously not cumulative statistics. One 
of the most important factors in the ultimate out- 
come of these patients appears to be age at time 


of diagnosis and exploration. At the time of diag- 


nosis, the average age of the group that died within 
five years following operation was 3.2 years. Those 
who survived one to five or more years postop- 
eratively were, on the average 1.1 years old at the 
time of diagnosis and exploration. Our findings 
bear out other authors’'*-'* impressions of prognosis 
in Wilms tumors: our patient who survived longest, 
nine years, was operated on at the age of six weeks 


Summary 
The records of forty-one patients with Wilms 
tumor have been reviewed. The most frequent clinical 
symptoms, abdominal mass, fever, hematuria and 
abdominal pain, are described and discussed. While 


eight patients have been lost to follow-up, statistics 
for the remaining thirty-three indicate that the earlier 
diagnosis is made and treatment given, the better 
the prognosis. Differential diagnosis and various 
facets of treatment are presented. With technical 
advances in surgery and anesthesia, and with the 
practitioner’s increasing awareness of the diagnostic 
possibilities presented by abdominal masses in chil- 
dren, we anticipate earlier diagnosis, better treat- 
ment, and an increased survival time for patients 
having Wilms tumor. 
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Any cancer patient who is still menstruating or has menstruated within one year 
should not receive estrogens, as the rate of growth of the cancerous process may be 


accelerated. 
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Management of Polyps of the Colon 


F OR MANY YEARS, polyps of the colon have been 
considered precancerous lesions and have been treated 
accordingly. More recently certain authors, namely, 
Spratt and associates,® have asserted that this is not 
necessarily true and thus have stimulated considerable 
controversy. The attitude at this clinic toward man- 
agement of polyps of the colon is based on the pre- 
mise that they are potentially malignant neoplasms 
and usually should be removed prophylactically. 

Gradually we have learned to treat these lesions 
more effectively with sounder judgment and greater 
surgical safety. We have arrived at a point which lies 
midway between conservatism and radicality—which, 
we believe, furnishes adequate treatment with minimal 
chance for recurrence yet does not cause the undesir- 
able results sometimes associated with more radical 
management. 

Initially, the treatment employed was simple colo- 
tomy and polypectomy. Then subtotal colonscopy 
was added. Finally, as the process evolved further, 
multiple colotomy with total colonscopy was incor- 
porated. The present study presents our experience 
up to the stage where total colonscopy was begin- 
ning to be used with regularity. 


Methods and Materials 


The records of 350 patients were reviewed, cover- 
ing a nine-year period (1949-1957). All cases involv 
ing transrectal removal of polyps were excluded. All 
cases where polyps were incidental to other primary 
disease of the large bowel were omitted. This left 
eighty-six cases of polyps of the colon for considera- 
tion. 
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A follow-up period of three or more years was 
possible in this group. Ideal follow-up was considered 
to be annual clinical examination (sigmoidoscopy) 
and barium enema x-ray of the colon. A certain 
number of patients who did not fulfill the ideal 
criteria were contacted by letter. These reported their 
state of health, as well as significant symptoms rela- 
tive to their previous treatment. 

Data on treatment, pathology, morbidity, mortality, 
and follow-up were tabulated and studied. 

There were forty-one females and forty-five males 
in the total group. Age range was from sixteen 
months to eighty years with an average age of forty- 
nine. 


Treatment 
(See Table 1) 


The patients may be conveniently divided into two 
groups based on method of treatment. Members of 
group A were treated with segmental resection; group 
B, with colotomy and polypectomy or certain modifi- 
cations thereof. 


Group A.—Seventeen patients were treated with 
segmental resection and primary anastomosis. This 
therapy was utilized when one of three conditions 
was present: (1) Large, sessile lesion. (2) Large or 
suspicious-appearing pedunculated lesion. (3) Mul- 
tiple polyps in a segment. 


Group B.—Sixty-nine patients were treated with 
colotomy and polypectomy or one of its modifications. 
Fifty-three had single colotomy and polypectomy. 
Seven had multiple colotomy and polypectomy. Six 
had multiple colotomy, polypectomy and _ subtotal 
colonoscopy. Nine had multiple colotomy, polypec- 
tomy and total colonoscopy. Six of these procedures 
were reoperations for subsequent polyps. 

Technique of polyp excision was rather standard 
and details need not be mentioned here. 


From the Ferguson-Droste-Ferguson Clinic, Grand Rapids, 
Michigan. 
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Polyps 
Patient 
Groups 


Single| Multiple 


A. Segmental eg x 
resection | 


17 


B. Colotomy 
and 
polypectomy 

69 
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Anatomical Segment 


Cecum and ascending—4 
Transverse—5 
Descending—5 
Sigmoid—9 

Hepatic flexure—1 
Splenic flexure—1 


Cecum and ascending—3 
Transverse—10 
Descending—8 
Sigmoid—62 


Pathology 
(See Table 1) 


In the segmental resection group there were nine 
cases of single lesions and eight cases of multiple 


lesions. 


eight, malignant ones. Of the eight malignant polyps, 
seven were restricted to the body of the lesion. Only 


one had invaded the stalk. 


Patient Group 


A. Segmental resection —17 


B. Colotomy and polypectomy —69 


In the colotomy and polypectomy group, lesions 
were single in sixty cases and multiple in fifteen. 
There were fifty-three benign specimens and twenty- 
two malignant. Of the latter number, all were classed 


as noninvasive. 


As expected in both groups, the majority of polyps 
were located in the sigmoid area. 
were scattered throughout the colon being about equal 
in incidence in descending and transverse segments 
and most infrequent in the ascending and cecal region. 


Patient Group 


A. Segmental resection 
17 


B. Colotomy and polypectomy 
69 
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Eleven cases yielded benign specimens and 


| Right colectomy—2 


TABLE I. POLYP LOCATION, TREATMENT AND PATHOLOGY 


Pathological Diagnosis 


Malignant Malignant 
Adenoma | Adenoma 
| (Non-invasive) (Invasive) 


Operation 
Benign 
Adenoma 


11 7 1 
Transverse colectomy—3 

Left colectomy —3 

Sigmoid resection—8 


| Hepatic flexure resection—1 


Splenic flexure resection—1 

(Total or subtotal colonoscopy was per- 
formed in 3 patients coincident with 
segmental resection.) 


| (One patient had multiple colotomy, polyp- 


ectomy, and total colonoscopy 6 years 
after sigmoid resection.) 


Colotomy and polypectomy (single)—53 

Colotomy and polypectomy (multiple)—7 

Colotomy and polypectomy with subtotal 
colonoscopy —6 

Colotomy and polypectomy 
with total colonoscopy) —9 


(multiple 


Results 
(See Tables Il and Il) 

There were no operative deaths in the entire series. 
Seven patients suffered complications most of which 
occurred in the early postoperative period. Two pa- 
tients in the segmental resection group developed 
anastomotic difficulties. One required early postoper- 


The other 


ative cecostomy for anastomotic edema. 


TABLE II. OPERATIVE MORBIDITY AND MORTALITY 


Partial obstruction due to anastomotic edema (requiring early postoperative cecostomy) —1 


Complications | Mortality 


Anastomotic stricture (late) requiring resection—1 


Wound infection—4 
Wound dehiscence—1 


The 


TABLE 


Living Without Recurrence 


3-5 Years | 5-10 Years 
Post- | Post- 
operative | operative 


6 9 


16 29 


remainder 


10+ Years | 


operative 


required resection of the anastomotic site two years 
later for inflammatory stricture. Five patients in the 
colotomy and polypectomy group experienced wound 
complications; four, infection; and one, dehiscence. 
A hernia later developed in one of the four with 
wound infection. 

Reoperation for polyps was necessary in eight pa- 
tients, two from the segmental resection group and 
six from the colotomy and polypectomy group. A 
nineteen-year-old girl was treated with transverse 


FOLLOW-UP DATA 


| 
Other | Deaths 
Polyps —— ~ =) 
Subsequently; Of Polyp 
Discovered | Disease or | 
Carcinoma 


Recurrence Follow-Up 
Post- Other 


Disease 


2 $ 0 0 
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colon resection four years after having undergone 
right colectomy, both for multiple polyps. A thirty- 
eight-year-old woman underwent multiple colotomy 
and polypectomy with total colonoscopy for multiple 
polyps six years after having a sigmoid resection for 
a malignant polyp. Three patients required repeat 
colotomy and polypectomy for polyps which developed 
in segments distant from the original sites. Three 
others were subjected to repeat colotomy and polypec- 
tomy for lesions that occurred adjacent to the original 
sites. None of these was proved to be a recurrent 
lesion. 


In the segmental resection group, all seventeen 
patients are living with no evidence of recurrence 
from three to thirteen years after operation. In the 
colotomy and polypectomy group, forty-nine patients 
are living without recurrence. Six are dead of disease 
other than polyps or cancer of the bowel, and four- 
teen are lost to follow-up. Death was due to breast 
cancer in one patient after six years’ follow-up. Four 
died of cardiovascular disease after one year’s, seven 
years’, eight years’ and six years’ follow-up. One 
patient died at age ninety of diabetes and its com- 
plications nine years after sigmoid colotomy and 
polypectomy. 


Discussion 


Many different viewpoints are expressed in surgical 
literature regarding treatment of polyps in the colon. 
These range from conservative to radical. We have 
strived to develop a surgical philosophy toward this 
problem which is consistent, effective, and safe. 

Swinton® and Turnbull? have shown in separate 
studies that polyps in the colon (even histologically 
malignant ones) can be adequately treated by colo 
tomy and polypectomy. Turnbull comments on the 
unreasonably high mortality rates in some hospitals 
with major resections for polyps. Spratt and asso- 
ciates’ state that the size of the polyp is the best 
indicator of potential malignancy and therefore can 
be a sound guide for treatment. They contend that 
excision of polyps less than 1.5 cm. in diameter must 
be accomplished with a mortality rate of less than 
1 per cent, or the surgically induced death rate 
exceeds the chance for malignancy in the lesion. For 
polyps of larger size, the probability of malignancy 
is significantly greater (9 to 12 per cent in lesions 
from 1.5 to 2.5 cm. in diameter) and resection and 
its attendant morbidity and mortality may be justified. 
These figures are compatible with those in Grinnell’s* 
extensive study of polyps. 
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Some surgeons assert that total or subtotal colectomy 
should be performed for scattered polyps of the 
bowel. We contend that there is unjustifiable mor- 
bidity inherent in such extensive procedures and that 
end results are no better than with colotomy and 
polypectomy. Deddish? holds this viewpoint but 
recommends segmental resection in the case of polyps 
in the right colon where cecal lesions may be missed 
more easily on follow-up x-rays. 

The operative mortality for colotomy and polypec- 
tomy ranges from 0.5 per cent to 1 per cent in 
several large series (Bacon'—0.7 per cent for 252 
cases; Grinnell*—0.5 per cent for 217 cases). In 
comparison, segmental resection of the colon for vari- 
ous diseases ranges from 3 to 7 per cent. Segmental 
resection should be utilized for certain lesions of 
suspicious appearance or for large, sessile polyps. 
We do not believe it should be used in preference to 
multiple colotomy and polypectomy for scattered 
polyps or for multiple polyps restricted to any main 
segment of colon. 

We have not found our complication rate to be 
as great as that reported by Kleinfeld’ after colotomy 
and polypectomy. It was clearly stated in a previous 
paper® from this clinic that meticulous preparation 
and a systematic approach will hold complications to 
a minimum in this procedure. Minimal morbidity was 
noted in a group of fifty patients on whom multiple 
colotomies and total colonoscopy were done.’® Our 
continuing impression is that there will be no signifi- 
cant increase in morbidity. 

There is a wide area here for critical surgical and 
medical judgment. The patient’s clinical status must 
be carefully balanced against necessity for removal 
of polypoid lesions. False urgency must be curbed in 
cases where the risk does not justify the operation. 

Finally, the importance of diligent regular follow-up 
Patients with 
known previous polyp disease should be seen annually 


examinations must be emphasized. 


for both clinical examination (sigmoidoscopy pri- 
marily) and barium enema x-ray of the colon. In 
this way, significant lesions may be diagnosed and 
treated at a stage when they are curable. 


Summary and Conclusions 


1. Eighty-six patients requiring operations for 
polyps of the colon have been studied to assess 
efficacy of treatment. 

2. We are of the opinion that colotomy and 
simple polypectomy together with total colonoscopy 
is the treatment of choice for the majority of patients. 


3. Segmental resection for polypoid disease should 
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be reserved for special circumstances. Morbidity and 
mortality inherent in resection procedures may be 
disproportionately greater than the therapeutic ac- 
complishment. 
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Hospital Names 


Even though the Smiths are America’s largest fam- 
ily, there is only ~ne Smith Memorial Hospital in 
the country—at Decorah, Iowa. 

But 1,134 other hospitals bear “memorial” in their 
names, and 1,326 are named after individuals. 

Hospitals have been given the names of people, 
fruits, flowers, animals, saints and “possibly a few 
notorious sinners,” according to Elmer L. Harvey, 
administrator of Bellin Memorial Hospital, Green Bay, 
Wisconsin. 

He analyzed the names of 6,786 hospitals listed in 
1959 by the American Hospital Association, report- 
ing his findings in the January 16 issue of Hospitals, 
Journal of the American Hospital Association. 

Most hospitals are called “hospitals,” but they also 
go by forty-one different names, including among 
others, lodge, retreat, guest house, farm, sanitarium, 
village, inn, preventorium, sanatorium, facility, in- 
firmary, hall, center and dispensary. 

The longest name has sixty-five letters—Primary 
Children’s Hospital of the Church of Jesus Christ of 
Latter-Day Saints, in Salt Lake City, while the two 
shortest with eight letters each are Gateways, Los 
Angeles, and Ivy Haven, Newark, New Jersey. 

A total of 1,043 hospitals have unmistakably religi- 
ous names, Mr. Harvey said. Of these 570 are named 
after eighty-eight different saints, with St. Joseph, the 
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patron saint of the sick, remembered most often 
in 134 names. The House of St. Giles, the Cripple, 
is the name of two hospitals in Garden City and 
Brooklyn, New York. 

Apart from hospitals named after saints, there are 
473 using religious names of various kinds. For in- 
stance: Wesley, Booth, Holy Family (5), Mt. Sinai 
(13), Bethany (4), Trinity (14), Our Lady of Mer- 
cy (6), and Good Samaritan (31). 

Poets and authors, soldiers, statesmen and _politi- 
cians, doctors and nurses, explorers and industrialists 
have been memorialized. Nationality groups, geogra- 
phical areas, rivers, animals, birds and fruit have 
given names to hospitals. 

“Names of hospitals also may affect—for better 
or worse—the patients,’ Mr. Harvey noted. He 
cited Tombstone General Hospital (Tombstone, 
Arizona) ; Needles Municipal Hospital (Needles, Cali- 
fornia), Cape Fear Memorial Hospital (Wilmington, 
North Carolina), Healthwin Hospital (South Bend, 
Indiana), City of Hope Medical Center (Los An- 
geles), and Rising Star Hospital (Rising Star, Texas). 

Among the most unusual names Mr. Harvey 
turned up were Our Community Hospital (Scotland 
Neck, North Carolina), Boston Floating Hospital 
(Boston), Deaf Smith County Hospital (Hereford, 
Texas), and finally “The Hospital” in Sidney, New 
York.—American Hospital Association, Jan. 16, 1961. 














Chemotherapy of Advanced 


Ti IE WIDE USE of cytological methods with early 
detection of cervical and uterine carcinomas are im- 
proving considerably the results of definitive therapy 
for these cancers. During the same period survival 
of patients with ovarian cancer has not improved.? 
However, with the invention of newer chemothera- 
peutic agents it became possible to palliate, sometimes 
for prolonged periods of time, significant proportions 
of patients with advanced ovarian cancer.*-> The ex- 
perience with sixty patients, followed during the past 
five years, for advanced ovarian cancer in the On- 
cology Division of Henry Ford Hospital was reviewed 
to clarify the indications and to evaluate the results 
of chemotherapy. 


TABLE I. 





Interval Between Diagnosis and 
Disseminated Symptomatic Disease 


Less Than 
6 Months 


Number of patients 


19 
Material and Results 
Only patients with stage III or IV cancers—as 


staged by Munnell and Taylor® were included in this 
study. Patients were treated only if serious symptoms 
or progressive disease were present. Some patients, 
despite known disseminated cancer, remained free of 
any symptoms for long periods while their disease 
remained clinically stationary. The intervals between 
the diagnosis of disseminated disease and demon- 
strated progressive and symptomatic disease, “the 
silent interval,” are tabulated in Table I. The follow- 
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ing histologic types of tumor were encountered in 
these patients: thirty-three 
pseudomucinous 


serous cystadenocarci- 


nomas, nine cystadenocarcinomas, 
fourteen undifferentiated adenocarcinomas and three 
granulosa cell tumors. The histologic type of the 
adenocarcinomas could not be correlated to their clin- 
ical behavior in this small group of patients and sub- 
sequently they are all classified together. In forty- 
three patients, clinical symptoms were due to peri- 
toneal or pleural effusions; in three of these, at some 
time during their disease, clinical symptomatology was 
dominated by pericardial effusion. In the remaining 
seventeen patients, symptoms were produced by pelvic 


growth of the tumor with resulting vascular, ureteral, 


H OF “SILENT INTERVAL” 











6 Months 1 to2 2to5 5 to 10 More Than 
to1 Yr. Years Years Years 10 Years 
| | : 
il | a 6 3 2 


or intestinal obstruction. Lymphatic metastases, while 
frequently seen, never were a cause of major symp- 
toms. Distant osseous metastases were detected ante- 
mortem only in one patient and produced no symptoms. 

During the first three years of the study, when pos- 
sible, only local therapy was used. It consisted of 
radiation, radioactive gold or phosphorus, and local 
nitrogen mustard or triethylene thiophosphoramide in- 
stillation. During the later part of the study, all 
patients with serous effusions were treated systemi- 
cally. The drugs used and treatment schedules are 
tabulated in Table II. 

Local radioactive isotopes or alkylating agents were 
effective in controlling peritoneal, pleural, or peri- 
cardial effusions in five out of ten patients. When the 
formation of the effusions were stopped by such local 
therapy there was usually progressive growth of 
demonstrable tumor and excessive scarring of serous 


From the Division of Oncology, Henry Ford Hospital, 
Detroit, Michigan. 
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TABLE II. DRUGS AND TREATMENT SCHEDULES 


Objective No 

Regression Objective 

——;—__—_——|_ Effect 
| Good | Partial 


Usually Used Schedule 


Radiomimetic agents | 
Triethylene melamine (TEM®) 2.5 to 5.0 mg. in single daily dose; later smaller dosages according 
to patient’s response. Average patient, 20 to 40 mg. Oral. 
1 mg. per 1,000 of white blood cells in white blood count daily not 
exceeding 10 mg. as daily dose. Drug has to be stopped when 
WBC drops below 3,000. I.V. 
2 to 10 mg. daily. Oral. | 
2 to 8 mg./kg. of body weight per day x 6. Later according to re- | 
sponse and toxicity. Oral and I.V. 
0.03 to 0.05 mg./kg. of body weight on alternating days. 


Triethylene thiophosphoramide (ThioTEPA®) 


Chlorambucil (Leukeran®) 
Cyclophosphoramide* (Cytoxan®) 


Uracil mustard** (U48344) 
Other 

5-fluorouracilt 

Vincaleukoblastine § 


Oral. 





15 mg./kg. of body weight x 5 every 4 weeks I.V. 
| 0.2-0.4 mg./kg. of body weight. I.V. Weekly. 





*Kindly supplied by Dr. E. A. Hawk of the Mead-Johnson Company. 
**Kindly supplied by Dr. J. B. Lawson of the Upjohn Company. 

+Kindly supplied by Dr. M. J. Shiffrin of the Hoffman La Roche Company and by Cancer Chemotherapy National Service Center. 
§Kindly supplied by Dr. J. G. Armstrong of the Eli Lilly Company. 


Fig. 1. (a) A malignant effusion in a patient with serous adenocarcinoma of the ovary. 
Treated with nitrogen mustard to both pleural cavities. (b No 
new fluid formed but severe restrictive fibrothorax developed 


Same three months later. 


membranes resulting in obstructive and _ restrictive 
symptoms (Fig. 1). 
these membranes always showed very extensive des- 
moplasia around viable tumor nests (Figs. 2 and 3). 
This was not observed in patients on systemic chemo- 


The histologic examination of 


therapy as long as demonstrable tumors were con- 
trolled by the therapy (Figs. 4 and 5). The com- 
parisons of survival of the patients treated systemi- 


TABLE III. 


cally and locally is given in Table III. Because of the 
possibility that tumors which produced symptoms after 
a prolonged period would progress slower, we divided 
patients into two groups: (1) patients with symptoms 
developing within one year after the diagnosis and 
(2) patients with symptoms occurring later than one 
year after the diagnosis. Our data did not justify 
this assumption as the survival of the patients with 


SURVIVAL OF PATIENTS AFTER THE APPEARANCE OF 


PROGRESSIVE SYMPTOMATIC DISEASE 


Patients Developing Symptoms 
Within One Year After Diagnosis 


Treatment 
Variable -—— + - 
Number of | 
Patients 


Responding to systemic therapy 15 
Non-responding to systemic therapy | 4 


Treated locally only 6 
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and Range in Months 


Patients Developing ene 


More Than One Year After Diagnosis 


Average Survival 
and Range in Months 


Average Survival Number of 


Patients 


13.5 li 12 
3-39 3-2 
6.7 9 6.4 
1-19 2-14 
5.8 10 4 


6 
2-18 1-1: 
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Fig. 2. Pleural biopsy obtained with Vim-Silverman needle 
from a patient with serous cystadenocarcinoma of the ovary. 
The biopsy site was treated three months prior with intra- 
pleural radioactive gold with good control of pleural effusion. 
Note dense fibrous tissue surrounding small strands of tumor 
tissue. (x 40 H. & E.) 


early and late symptoms was essentially the same. 
Although the number of patients treated does not 
allow an adequate statistical analysis of the data, it 
appears that patients who were treated and responded 
to systemic chemotherapy lived longer after symptoms 
appeared than other patients. The average survival of 
twenty-six systemically treated patients responding to 
chemotherapy was 13.2 months, non-responding pa- 
tients averaged 6.5 months and patients treated locally 
only 5.6 months. 

We have not observed patients failing on one ra- 
diomimetic agent to respond to another but two pa- 
tients who had failed on radiomimetic agents re- 
sponded to 5-fluorouracil, one patient failing on 
radiomimetic agents responded to Vincaleukoblastine 
sulfate and two patients failing on 5-fluorouracil re- 
sponded to cyclophosphamide. 


Discussion 
In 1955 Sykes and his co-workers* reported eight 
objective tumor regressions in twenty-six patients 
treated with triethylene melamine. Similar results 
were reported with triethylene thiophosphoramide by 
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Fig. 3. Parietal pericardium obtained from a patient with 
pseudomucinous cystadenocarcinoma. This patient was 
treated one year previously with intrapericardial nitrogen 
mustard for pericardial effusion. Excellent control of effusion 
was obtained. (x 40 H. & E.) Note a solitary clump of 
“healthy” cancer cells in the mass of collagen. 


Munnell and his colleagues,’ and others.*** Chloram- 
bucil was also reported to be effective in treatment 
of ovarian cancer,>*® as was hemisulfur mustard,’° 
and cyclophosphamide."!? It appears that all com- 
monly used radiomimetic agents produce objective 
tumor regression in one-third to one-half of patients 
with ovarian cancer. In our experience on this small 
series, there appears to be cross-resistance between 
these agents, so that patients resistant to one radiomi- 
metic agent have not responded to others. A new 
pyrimidine antimetabolite, 5-fluorouracil, was also 
shown to produce regressions in ovarian carcino- 
mas.‘*-!®° Probably because of a different mechanism 
of action, cross-resistance with radiomimetic agents 
was not observed. The same applies for Vincaleuko- 
blastine which probably inhibits cellular growth by 
producing metaphase arrest in dividing cells. 


The natural course of ovarian carcinoma may vary 
from a very rapid one to a very benign and prolonged 
one. Our impressions, which are based on observation 
of this small number of patients, are confirmed by 
larger series.*"'® Since chemotherapy is effective only 
for a limited length of time it is wise not to start it 
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until symptomatic progressive disease becomes appar- 
ent. Radiation therapy to local lesions is often effec- 
tive and can improve total survival of patients with 
far advanced disease.1® Malignant effusions can be 


agent in question. Chlorambucil and cyclophospha- 
mide, cautiously used, rarely produce severe bone 
marrow depressions, and the latter one, particularly, 
has the advantage of relative freedom from throm- 


Fig. 4. Serous adenocarcinoma of the ovary with large right pleural effusion. (a) before, 
(b) after two months of oral therapy with triethylene melamine. No local therapy. 


Fig. 5. Undifferentiated adenocarcinoma of the ovary, pleural effusions unsuccessfully 


treated with intrapleural nitrogen mustard. 
with 5-fluorouracil. 


effectively controlled with radioactive isotopes or with 
radiomimetic drugs administered locally.'** How- 
ever, the appearance of malignant cell-containing effu 
sions usually indicates disseminated disease which is 
usually not controlled by local therapy despite cessa 
tion of fluid formation (Figs. 1-3). 

Prolonged and worthwhile regressions were ob- 


tained at equal frequencies with all the chemothera- 


peutic agents mentioned except with Vincaleukoblas- 
tine with which more experience needs to be accumu- 
lated. Because of little significant difference between 
these drugs in their effectiveness, the choice of drug 
should be determined by the relative toxicity of the 
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before, (b) after three months of therapy 


bocytopenia. Until more knowledge is available about 
the relative values of 5-fluorouracil and of Vincaleuko- 
blastine, these agents should be used only in patients 
with disease resistant to radiomimetic agents. 


Summary 
1. Ovarian carcinoma has an unpredictable course 
and, despite dissemination of the disease, long-term 
survivals without therapy occur. Only when actively 
progressive and symptomatic disease is present is sys- 

temic chemotherapy indicated. 
2. Effective palliation of symptoms and _ possibly 
also some prolongation of life is possible in approxi- 
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mately one-third to one-half of the patients with ad- 
vanced ovarian cancer. 


3. Chlorambucil and cyclophosphamide appear to 
be, presently, the drugs of choice in chemotherapy of 
ovarian cancer because of their relative safety and 
ease of oral administration, rather than any greater 
efficacy. 

4. Cross-resistance seems to be present between 
different radiomimetic drugs. Therapy with drugs 
with different mechanisms of action (such as 5-fluo- 
rouracil and Vincaleukoblastine) sometimes are effec- 
tive in radiomimetic resistant patients. 
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Atomic Medical Technique Used in Diagnosing Abnormalities 


An atomic medical technique that readily reveals 
abnormalities in brain blood flow that may lead to 
brain damage from strokes has been developed by 
W. H. Oldendorf, M.D., neurologist of Los Angeles, 
California. 

The technique also is useful for more readily diag- 
nosing other abnormalities of the blood vessels of the 
brain. 

The procedure tracks the blood flow and distribu- 
tion in the brain. It causes the patient no discomfort 
except the slight pain of the point of an injection 
with a small needle. 
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A small amount of radioactive iodine (I**') is 
injected into an arm vein. 


The amount of the iodine reaching the brain a few 
seconds later is measured by a pair of radioactivity 
counters which are positioned over the head, one over 
each longitudinal half of the brain. 


The radioactive iodine is in a chemical form which 
disappears rapidly from the blood and is excreted by 
the body. Thus the test can be performed as often 
as hourly if needed, to observe changes in stroke vic- 
tims or patients with other brain bloodway disorders. 
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Cancer and Emotions 


"TREATMENT of the cancer patient splits the phy- 
sician in twain. During the initial stage when he 
undertakes diagnosis and begins treatment, he is the 
very model of a scientist. During this phase the 
admonitions of Virkoff echo in his ears, and his vision 
is pervaded with pathology, organs, and ever-advanc- 
ing physiochemical knowledge. His handmaidens are 
surgery and roentgenology. 

However, in grave cases, there comes a day when 
the physician as scientist alone is of no value, and 
his role must change drastically. Now the patient is 
no longer a group of organ systems or a physical- 
chemical laboratory; he emerges rather as a tragedy 
ridden human, the center of a family world of con 
fused, anxious people, whose homeostatic balances in 
life have been disrupted explosively. And the same 
physician, who yesterday was playing so different a 
role, is now also friend, counselor, and smoother of 
troubled waters. 

Here, as Franz Alexander’ points out, is the great 
dichotomy of medicine, the trained scientist on the 
one hand, and the intuitive friend on the other. That 
this second face of the medical doctor can be more 
than intuitive and unschooled is one of the main 
theses which Alexander has addressed to the profes- 
sions. It is also the specific purpose of the present 
paper in regard to the particular problem of therapy 
of the cancer patient. Rational approach to the treat- 
ment of the emotional disturbances associated with 
cancer must lie in the hands of the attending physi- 
cian and not in those of a consulting psychiatrist, 
because these challenges are so common they cannot 
and should not be relegated to the sphere of speciali- 
zation. 

To make this type of treatment rational, the first 
step is observation. This means listening, since almost 
all people in trouble are only too happy to talk if 
given the opportunity. The object of this listening is 
to learn the viewpoint of the patient. Knowing what 
he sees is the sine quo non of dealing with what dis 
turbs him, because in any other approach certainty 
must give way to speculation. In this regard the 
story is told of the schizophrenic patient running 
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down the hospital corridor. He bowled over the 
resident psychiatrist who was trying to halt his mad 
flight. Since the demented man was running from a 
thousand hostile, but hallucinatory Russians behind 
him, the doctor could have known that his command 
to stop had a thousand to one chance against being 
obeyed, had he taken the trouble first to learn the 
facts as the patient saw them. 

It is even so with cancer victims; only the patient 
can tell what hidden fears and strengths he has. Once 
these are known through listening, the physician may 
add to them a rudimentary knowledge of person- 
ality structure; thereupon, rational approaches to the 
patient’s situation begin to emerge. The first such 
knowledge of personality concerns the function of 
the ego: 

Man’s chief problem is to acquire enough environmental 
control so that the satisfactions of drives within him be- 
come possible.” 

In regard to man’s food hunger, for example, the 
problem becomes one of mastering the environment 
so that the individual can get the food which is re- 
quired to satisfy his cravings. It is precisely here 
that the development of cancer, if perceived as a 
fatal threat, represents to the patient the end of his 
capacity to adjust. Parenthetically, threat to the 
capacity to get food, shelter, or even sex, is not usu- 
ally the most disturbing loss posed by impending 
cancerous death. One physician, when dying, told his 
attending colleague never again to tell a patient his 
fate, “I cannot face leaving the love of my family.” 

When people cannot face what they must, certain 
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defenses which hide the unseeable are thrown up. 
Two of these mechanisms are of particular interest in 
managing cancer patients, the first being regression, 
and the second, denial. 


When people use the process of regression, they 
slip back psychologically into childhood. By so doing 
they seek the protective, directive custody of their 
parents. Additionally, on the emotional level, they 
are not even living at the time of the trauma they 
cannot face. This is an extremely malignant mechan- 
ism, and should become the physician’s prime target 
in any process of rational care of the whole patient. 
It is destructive both to the patient and his family, 
not to mention the physician himself. 


If the patient is following this course, one is auto- 
matically presented with a person who cannot be 
satisfied, and who is both angry because of his frus- 
tration and demanding because of his infantile lack 
of self control. At the same time the physician, being 
the butt of such feelings, is equally frustrated and 
likely to react with a considerable degree of hostility 
toward the patient. One regressed patient called five 
doctors daily to demand something of each one. 


When faced by any regressive mechanism, there is 


a strong argument for extremely careful management 


of consultation. The child habitually tries to exploit 
any rift between his parents (or parent figures) and 
ultimately plays one against the other. To avoid such 
machinations, all consultation should be funneled 


through one physician who acts as the patient’s com- 
munications contact. Here, of course, is the tradi- 
tional role of the family physician, whose knowledge 
of the patient neutralizes techniques for demanding 
and wheedling. 


Another problem in regression is controllable by 
the doctor, this time in his relation to the family of 
the stricken man. Exigencies of living—for example, 
financial considerations—frequently tempt the thera- 
pist to delegate many functions to the spouse. This 
has a strong tendency to force the sick man into an 
infantile relationship with the wife, who, for example, 
may be asked to ration narcotics. This places the 
patient in the position where he must beg and demand 
like a child, thus destroying any remnant of an adult 
relationship remaining in the family. Perhaps this is 
part of the reason that Aronson‘ believes relatives 
often become too involved in their own guilt to per- 
form usefully. 

It is better at every point to aid the patient to 
use the second mechanism referred to above, denial. 
Sage’ has observed that most patients do not know, 
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but are “suspicious” that they have cancer. This is as 
poignant an illustration of denial as one can make. 
Saying that the patient is “suspicious” is a euphemism 
which means: He really knows, but he denies his 
knowledge. Such a thought is not entirely dissimilar 
to the one entertained by the traffic-speeding physi- 
cian who well knows the danger of his situation, but 
who somehow persuades himself that “under these 
circumstances” the danger is not present. 

Strangely, while helping the patient to use the 
mechanism of denial, the physician has a great deal 
of opportunity to be more honest with his patient. 
Should the surgeon be asked if cancer has been found 
during the operation, an affirmative answer can help 
maintain honest communications. At the same time, 
a form of denial is suggested to make the patient 
more comfortable. Thus, the experienced surgeon 
usually answers that the tumor was indeed found, but 
that extensive investigation appears almost certainly to 
have put the situation under control. Such a statement 
patently says nothing except “Yes, you have cancer,” 
but at the same time it sounds so much like, “But 
we've gotten rid of it,” that the patient is more than 
willing to accept the information. 

This comment precipitates the most frequently- 
asked question about the cancer patient, “Should he 
be told?” The answer, in the light of the psychiatric 
formulation, is quite clear. He should be told what 
he demands to know, thus preserving honesty and 
communication. At the same time, however, the 
mechanism of regression is optimally forestalled while 
denial is sponsored, so that the patient can better 
deal with the truth. An observant physician will even 
know that under many circumstances the patient will 
ask the question only to request a little more double 
talk. If a forthright answer is not given immediately 
and the patient does not press for it, no further com- 
ment should be made. 


When the patient asks about his disease but de- 
mands an answer, the physician should never supply 
the information requested unless he also offers the 
patient certain devices which will make it easier for 
him to shut out the painful knowledge. These devices 
include strong recommendation for activity within the 
patient’s capacity, dissertations on the strong prob- 
ability of successful eradication by the means used, 
and hopeful discussions of expected progress in re- 
search to meet “just such a condition as this.” Also, 
anything which encourages good emotional relations 
in the family setting should be pursued. At this 
point, a house call to enable the doctor to survey the 
home situation can be of great value. 
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Such a program, when used by someone who exhi- 
bits any real warmth toward the patient, will do much 
toward keeping channels of communication open. 
Westberg® writes with great feeling about the value 
of communication, not only between physician and 
patient, but between the family and the patient. He 
points out that when communication is disrupted by 
having everyone live a series of lies, the patient be- 
comes a lonely child who soon is both fretful and 
regressed. Love cannot flow from people who are 
constantly on guard. Contrariwise, when the truth is 
told, there is less isolation. In addition, if it is garn- 
ished so that there is possibility of disbelieving it, 
some semblance of communication can be continued 
The patient’s remaining life is thereby enriched. 


Summary 


The dichotomy of medicine has been discussed, the 
point being made that in treating the cancer patient, 
the physician at first performs as a scientist, but 
must always reach a place where his main function 
is treating the whole patient and becoming a friend 
and counselor to him. Under these circumstances a 
rational treatment must be developed on a basis of 
psychological knowledge. This requires that the physi- 


cian be able to see the problems from the point of 
view of the patient as well as from an objective one. 

When this viewpoint is assumed, it can be observed 
that the patient is threatened with a loss of control 
of his environment, and thereby loss of hope of any 
normal satisfaction. This is too painful for most hu- 
mans to endure, and so they defend themselves against 
such knowledge. The most frequently used defenses 
are: first, regression, which is to be avoided; and 
second, denial, which the physician can help the 
patient to adopt. The latter is’ most successfully 
handled if the physician helps his patient to activity 
and thought which establish it. 
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Birth Order and Mental Ills 


Evidence indicating a relationship between mental 
disease and order of birth was reported in the Janu- 
ary, 1961, Archives of General Psychiatry, published 
by the American Medical Association. 


A study, based on a random group of women men- 
tal patients (schizophrenics) at Springfield State Hos- 
pital in Maryland, divided each patient and her broth- 
ers and sisters into the older half and the younger 
half to determine if more patients fell into the first 
half of their sibling group or the last half. 


There were forty-nine in the first half and seventy- 
one in the last half. 


The evidence “supports the hypothesis that a sig- 
nificantly greater number of patients was born in 
the last half of their sibling group,’ according to 
Carmi Schooler, Ph.D., Laboratory of Socioenviron- 
mental Studies, National Institute of Mental Health, 
Bethesda, Maryland. 
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“The question of relationship between birth order 
and schrizophrenia has been revived by recently pub- 
lished experimental findings with normals,” she com- 
mented. “These studies suggest a relationship between 
birth order and a primary symptom of schizophrenia, 
social self-isolation.” 


These earlier findings indicated that first-borns or 
only children tend to be more affiliative in an anxiety- 
provoking experimental situation than those who have 
older siblings, she said. Later-born subjects when 
anxious did not particularly wish to be with other 
people, she said. 


Dr. Schooler reviewed other studies on birth order 
and schizophrenia, pointing out that evidence of a 
relationship is “especially strong when first-born and 
last-born are compared” although her own study 
showed no significant difference. 














The Contribution of Peroral Mucosal Biopsy to the 
Diagnosis of Gastrointestinal Disease 


Biopsy of the gastric and intestinal mucosa by 
means of a swallowed instrument is a diagnostic 
refinement of comparatively recent origin. Wood!’ 
in 1949 devised the first practical instrument for 
accomplishing stomach biopsy without laparotomy. 
In 1956 Shiner? introduced a tube capable of obtain- 
ing multiple specimens of mucosa from the duodenum 
and proximal jejunem. Peroral mucosal biopsy at 
any level of the gastrointestinal tract became possible 
in 1957 with the advent of the Crosby capsule. 
More recently, the ingenuity of an increasing number 
of clinical investigators has produced a remarkable 
variety of both simple and elegant devices for the 
same purpose.*~¢ 

In this report we wish to describe our experience 
with peroral biopsy of the stomach and small in- 
testine by means of the Crosby capsule* and to 
evaluate the usefulness and limitations of the pro 


cedure in the light of that experience. 


Materials and Methods 


Seventy-one biopsies were obtained from  sixty- 
three subjects. These included both normal indi- 
viduals and patients exhibiting a variety of gastro- 
intestinal disease. The ages of the subjects ranged 
from fifteen to eighty-two years. Our only require- 
ments of the subjects were a willingness to cooperate, 
an ability to swallow, and an intact hemostatic 
mechanism. 

The capsule’ was introduced and the biopsy taken 
by a standard technique which we have described 
elsewhere.’ For intestinal biopsies, the average time 
interval from activation of the biopsy mechanism to 
immersion of the specimen in fixative was 100 sec- 


onds. Later in our experience, when material was 


From the Division of Gastroenterology, the Henry Ford 
Hospital, Detroit, Michigan. 

Dr. O’Driscoll’s present address: 2740 Eastern Avenue, 
Grand Rapids, Michigan 

*Obtained from Mr. Heinz Kugler, College Park, Mary- 
land. 
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being submitted for electron microscopy and rapid 
fixation was imperative, this interval was reduced to 
as little as thirty seconds. 

While the majority of biopsies were performed 
on hospitalized patients, several biopsies were safely 
and satisfactorily obtained from outpatients in the 
hospital clinic. 

Specimens were routinely obtained in the fasting 
state. For two diabetic patients, the procedure had 
to be modified to conform with insulin requirements. 
As part of a separate project,’ some of the subjects 
were given fat through the polyethylene tube attached 
to the Crosby capsule immediately prior to biopsy. 
Taking advantage of this means by which a test 
substance could be delivered precisely at the site of 
biopsy, the direct absorption of a known lipid could 
be demonstrated. 

Mucosal specimens for ordinary diagnostic exam- 
ination were fixed in formalin and processed in the 
usual manner with hematoxylin and eosin. Specimens 
obtained for the purpose of studying fat absorption 
or for electron microscopy were prepared by special 


techniques described elsewhere.** 


Results 


Seventy-one patients were originally selected for 
biopsy; only two of these were excluded because 
of unwillingness or inability to swallow the capsule 
and its polyethylene tube. Of the sixty-nine patients 
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who ingested the capsule, tissue was obtained on 
one or more occasions from sixty-three. The biopsy 
procedure was carried out twice in four patients 
and three times in two patients. A total of eighty 


ot ae ioe 
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Fig. 1. The Crosby capsule. (a) From the top: capsule 
with aperture, cylindrical cutting blade, activating spring, 
rubber diaphragm, nose cone; all parts are disassembled. 
b) The assembled capsule attached to 5 foot length of 
No. 200 polyethylene tubing. 


biopsies were attempted with success in seventy-one 
attempts. The degree of success according to the 
site of attempted biopsy is enumerated in Table I. 

In all but four instances (6 per cent) the quality 
of the specimen was quite satisfactory for diagnostic 
evaluation. One of the inadequate specimens was 
too small. Partial autolysis occurred in three speci- 
mens taken during our early efforts before we ac- 
quired facility in the prompt withdrawal of the 
capsule and rapid fixation of the specimen. In critical 
comparison, we have observed that tissue obtained 
with the peroral capsule is far better preserved than 
that obtained from the opened stomach or bowel 
at the operating table. Gastrointestinal mucosa ob- 
tained at necropsy is almost worthless for fine study. 

In nine attempts at biopsy, no tissue was obtained. 
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Two of these patients required nourishment during 
the period on intubation and ingested food particles 
obstructed the mechanism of the capsule. Three 
failures resulted from obstructing kinks in the poly- 
ethylene tubing. Retained barium from previous ra- 
diographic study blocked the tubing in one instance. 
Twice the mechanism of the capsule was prematurely, 
and inexplicably, activated. Improper assembly of 
the capsule accounted for one failure. 


TABLE I. DEGREE OF SUCCESS OF PERORAL 
MUCOSAL BIOPSY ACCORDING TO SITE 


Stomach | Duodenum| Jejunem Ileum Total 


Attempted 17 


Biopsies: 


32 16 80 


15 
Successful 16 13 28 14 71 


In patients with functional gastrointestinal dis- 
orders, biopsies invariably displayed normal histologic 
structure. In the majority of these instances, the 
contribution to the correct diagnosis was relatively 
minor inasmuch as clinical evidence was abundant 
and unequivocal. For three such patients, however, 
mucosal biopsy corrected an erroneous initial im- 
pression of diffuse, organic, intestinal disease. 

Without exception, intestinal mucosal biopsy con- 
firmed the diagnosis in eight cases of non-tropical 
sprue. Regardless of the segment from which the 
biopsy was obtained, the pathologic changes were 
readily recognized and were consistent with those 
described by others.*'° In these cases, it is interest- 
ing that in sprue one can often detect the absence 
of the normal, delicate villi by examining the fresh 
biopsy specimen with a simple hand lens. 

For two patients with Whipple’s disease, the diag- 
nosis was unequivocally established by peroral biopsy 
of the duodenal and jujunal mucosa. In each of 
these instances, the biopsy specimens were readily 
adapted to the imprint technique whereby the charac- 
teristic sickle-form particles, as described by Sier- 
acki,’! were clearly demonstrated.’? 

Of three patients having regional enteritis, two 
yielded normal biopsies (in one of these the capsule 
did not reach the desired segment). In the third, 
inflammatory changes were observed, but these were 
nondescript and did not permit a definitive diagnosis. 
This experience is not surprising because regional 
enteritis is primarily a submucosal rather than a 
mucosal disease. 

In six patients with primary pernicious anemia, 
three biopsies of the ileum and two biopsies of the 
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jejunem appeared normal. One biopsy of the duode- 
num showed mild inflammatory changes. Only one 
of these patients was in clinical remission at the 
time of biopsy. 

Gastric biopsy from two patients with hemochro- 
matosis revealed abundant iron in the basal segments 
of the gastric glands. A third patient was known 
to have abundant hemosiderosis (without hemochro- 
matosis) in a liver biopsy; the gastric biopsy con- 
tained no iron. 

Peroral capsule biopsy was attempted in six cases 
of subsequently proved adenocarcinoma of the stom- 
ach. Normal gastric mucosa was obtained in four. 
Tissue containing adenocarcinoma was obtained only 
once (a case of diffuse linitis plastica). In the sixth 
case, no tissue was extracted from the capsule; how- 
ever, the aspirate from the polyethylene tube was 
saved and, fortuitously, yielded malignant cells in a 
Papanicolaou smear. These disappointing results in 
gastric cancer can be explained. First, a peroral 
biopsy tube or capsule cannot be precisely directed 
to a focal lesion. Often the longitudinal level in 
either the stomach or small bowel can be approxi- 
mated with fair accuracy, but one cannot know 
exactly the point around the circumference of the 
viscus at which the aperture lies. Secondly, any 
instrument employing an aperture requires that the 
tissue be pliable in order to be aspirated; most 
varieties of gastric cancer are not sufficiently pliable. 

No complications of the biopsy procedure were 
encountered in any of our patients. Infrequently, a 
small amount of blood was aspirated on applying 
suction to activate the capsule, and occult blood was 
occasionally detected in the stool shortly after the 
biopsy. But no hemorrhage of significance occurred. 
Tissue in the majority of specimens extended no 
deeper than the muscularis mucosae; in only one 
specimen was muscularis propria identified. No per- 
forations, either immediate or delayed, occurred. 
Only one patient complained of abdominal discom- 
fort at the time of biopsy; the cramp-like pain lasted 
only a few minutes and was attributed to muscle 
spasm induced by the biopsy. 


Comment 


The value of any peroral biopsy technique depends 
on (1) the consistency with which adequate speci- 
mens of suitable tissue can be obtained, (2) the 
degree to which tissue structure can be translated 
into reliable diagnosis, and (3) the absence of mor- 
bidity induced by the procedure itself. In our hands, 
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peroral mucosal biopsy utilizing the Crosby capsule 
has met these criteria. 


Adequacy of Specimens. — Seventy-one biopsy 
specimens were obtained from eighty attempts, a 
success rate of 89 per cent. In 94 per cent of these 
specimens, the histologic quality was excellent. These 
results generally parallel the experience of others. 


3 


Smith and his associates'® made sixty-three biopsy 
attempts in thirty-eight patients using the Crosby 
capsule. Of their early attempts, one-third were fail- 
ures, but later this was reduced to 10 per cent. 
Brandborg, Rubin and Quinton,’ using a more elabo- 
rate instrument of their own design, reported a single 
attempt success rate of 82 per cent in 697 biopsies 
at all levels of the gastrointestinal tract; this figure 
was appreciably improved on repeated attempts. 
Shiner'® reported 214 small bowel biopsies with the 
device which bears her name, but she did not list 
the number of failures. We have found that in the 
small fraction of cases in which the first attempt at 
peroral biopsy fails, an adequate specimen can be 
obtained almost invariably if one perseveres in a 
second or third effort. 


Contribution to Diagnosis.—Microscopic examina- 
tion of mucosal biopsies furnished an important and 
often essential contribution to the diagnosis of certain 
disease states. Understandably, the procedure is of 
greatest value in diffuse diseases of the stomach and 
small intestine. Peroral biopsy may not provide re- 
liable information pertaining to localized processes 
or focal lesions. In evaluating our results, the follow- 
ing point should be noted: while a normal biopsy 
in the presence of localized disease is obviously of 
little value, the finding of normal tissue where clinical, 
laboratory, and radiographic data suggest a wide- 
spread or diffuse process may be of real significance. 


Safety.—Following the biopsy procedure in none 
of our subjects was there evidence of significant 
hemorrhage, perforation, or other untoward compli- 
cation. Nevertheless, we consider it prudent to at- 
tempt the procedure only if the patient’s hemostatic 
mechanism is intact. We have not yet had occasion 
to attempt a biopsy of the esophagus although such 
is feasible with the Crosby capsule. The absence 
of serosa in this segment appreciably increases the 
risk. 

Usually a mild annoyance with the polyethylene 
tube and a slight gagging as the capsule is swallowed 
or withdrawn are the only discomforts to the patient. 
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Summary 

Eighty peroral mucosal biopsies of the stomach 
and small intestine were attempted employing the 
Crosby capsule. Tissue was obtained in seventy-one 
attempts (89 per cent). The specimens were ade- 
quate for histologic examination and diagnosis in 
all but four instances. The diagnostic contribution 
of these biopsies in a variety of conditions is dis- 
cussed. Peroral biopsy is most useful in the diagnosis 
of diffuse disease of the gastric or intestinal mucosa. 
The discomfort to the patient is minimal, and we 
have encountered no untoward complication of the 
procedure. 


Addendum 


Since this paper was submitted for publication, we 
have accomplished an additional sixty-six peroral 
mucosal biopsies with further improvement in the rate 
of successful recovery and with no untoward sequelae. 
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Cancer Mortality Among the Foreign-born in the United States 


More than 34,000 cancer deaths recorded for 
foreign-born whites in thirty-five states during 1950 
were analyzed by country of birth of the decedent. 
Results for sixteen sites have been presented in the 
form of age-adjusted mortality ratios for migrants 
from twelve countries, expressed as percentages of 
the rates for native whites born in the United States. 

The foreign-born, in general, were subject to dif- 
ferent schedules of cancer risk than native whites. 
Excesses or deficits in risk were not uniformly dis- 
tributed by site across all ethnic groups, but were 
specific for certain site and ethnic-group combinations. 
Several of the more striking ethnic group differences 
were concentrated in the upper digestive tract—esoph- 
agus and stomach—in contrast to smaller variability 
by ethnic group for intestines or rectum. These 
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ethnic-group effects were not confined to any single 
region of the United States and most of them per- 
sisted when data for six large metropolitan areas were 
examined separately. The consistency of the present 
results with earlier American reports on ethnic group 
differences in cancer risk is discussed. 

Some of the data on migrants from foreign coun- 
tries have been compared with the results of experi- 
ence in the countries of origin. Some areas of agree- 
ment and disagreement between the ethnic-group 
results and information on international variation in 
cancer mortality rates, as well as other findings on the 
epidemiologic characteristics of individual sites are 
also indicated.—WILLIAM HAENSZEL, Biometry Branch, 
National Cancer Institute, Bethesda, Maryland. J. Nat. 
Cancer Jnst., 26:37-132, 1961. 
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The Case for Keeping Track of Cancer 


To WORK effectively in cancer control we must 
be able to measure our progress toward success. We 
strive toward a goal which is removed from us at 
various distances: some are measured by imperfec- 
tions of our skill, knowledge, technique or equipment, 
and some are set by lack of methods of treatment 
(which research must discover). There is but one 
way to measure our effectiveness in treating cancer: 
to run a continuous medical audit of cases handled 
and results achieved. This, in simple terms, is a 
cancer registry. 

In 1956, when cancer registries became a require- 
ment for American College of Surgeons’ approval of 
cancer programs, they had already been proved able 
both to measure and stimulate progress in cancer con 
trol. All hospitals must have a registry to meet the 
requirements for accreditation. 

It is unfortunate, but not surprising, that the Col 
lege has required a registry in many hospitals some- 
what ahead of the staff’s desire to have one. After 
all, most physicians meet many more uncured cancer 
patients than cured. However, the physician who is 
reluctant to see himself mirrored by the registry, must 
come to accept it as a perspective for self appraisal 
rather than as a punishing reflection. Without tho 
rough follow-up and the review of records encouraged 
by registries, the physician has no statistical means 
to refute his pessimism, which often reflects the con 
cern of the general public. An over-all national cure 
rate of 35 per cent means little to him when he 
knows it may not reflect the record of his own hospital. 

Certainly, any successful registry must be wanted 
by the medical staff, quite apart from the fact that it 
is required by rules of the College of Surgeons. Mem- 
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bers of the staff must care to know how well the can- 
cer problem is being managed and be brave enough to 
find out through reporting of and following up on all 
of their cases, public and private, inpatient and out- 
patient. The registry manual of the American College 
of Surgeons gives these instructions. Creating this in- 
terest is the job of the hospital’s Committee on Can- 
cer. 

This means that the medical staff must be stimu- 
lated to take a lively interest in organizing and main- 
taining the registry. Record librarians and tumor clinic 
secretaries, no matter how competent, cannot be ex- 
pected to handle matters of policy. They should not 
have to decide how to meet requirements of a good 
registry. For example, it is not up to them to decide 
who writes clinical abstracts—a physician or them- 
selves. The Committee on Cancer must have the 
authority and take the responsibility of insuring full 
cooperation by the medical staff. 

There can be no doubt that hospital registries have 
improved the records on cancer. They have evoked 
interest in this important aspect of cancer treatment 
in attending physicians, residents, and interns. How- 
ever, the primary purpose of a registry is to provide 
the staff with a clear picture of how it is doing in 
diagnosis and treatment of cancer—not merely to 
prepare statistical data which are unused. It is physi- 
cian participation, interest, and willingness to accept 
responsibility that make a registry purposeful. There- 
fore, a hospital registry must be under the authority 
of staff physicians rather than that of clerical person- 
nel who have been instructed to meet only minimum 
requirements. 

A successful follow-up of all the cancer patients 
diagnosed and treated in a hospital is dependent on 
the understanding and agreement of the medical staff. 
They must co-operate. 

Finally, the fruit must be picked. The unwarranted 
aura of statistical mystery surrounding the grouping 
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and counting of cases by age, sex, site of disease, 
stage, microscopic confirmation, cell type of tumor, 
survival time, and the like, must not be allowed to 
obscure the fact that simple arithmetic and common 
sense prevail very well. The important 10 per cent of 
the job is in the selection of various categories and 
relating them properly to each other, even though 90 
per cent of the time is spent in categorizing and 
counting. 

Comparison, after all, is what we seek from the 
registry; we want to know how one technique com 
pares with another. Only by comparison can we tell 
good from bad practice in the hospital, and the need 
for comparison in cancer control does not stop at the 
individual hospital’s walls. 

Hospitals must compare results and exchange ideas. 
This need is answered by the central registry which 
functions in an area or on a statewide basis. Facts 
as they exist must be available for comparison to ad- 
vance control activities locally, regionally, and na- 
tionally. 


The central registry, supported by many fully co- 
operating institutions, affords us the best means to 
learn the magnitude of the cancer problem and to 
compare effectiveness of control measures. A central 
registry is, of course, the sum of its parts. To produce 
significant information, it must work from data com- 
piled by standard means. Criteria must be set for 
forms, definitions, reporting techniques, and operating 
procedures; and all participants must conform to 
established patterns. The central registry cannot exist 
without such agreement, and the individual registry 
will certainly benefit. Working with uniform data, 
the central registry can serve as a clearing house for 
the follow-up of cancer patients and it can compile 
and analyze cancer statistics for the individual hos- 
pital as well as for the area. The experience of the 
central registry staff is also helpful to those charged 
with maintaining the registry program of member 
hospitals. 

Obviously the central registry, if it is to be success- 


ful, must have the complete backing and active par 


ticipation of all organized medical groups. A com- 
mittee representing these groups must give counsel and 
guidance in setting policy and rules for the collection, 
maintenance, use, and final disposition of cumulative 
records. This committee must also keep the registry 
free of potential legal snarls involved in reporting 
information. To achieve this immunity, there must 
be prior agreement on the handling of patient records, 
and similar agreement on the identification of par- 
ticipating hospitals in the registry’s reports. 
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We believe that central registries will contribute 
better cancer control all over the United States. An 
ultimate objective of effective cancer control is com- 
pilation and publication of complete information. A 
central registry answers this need because it assem- 
bles and pools information concerning the charac- 
teristics, diagnosis, and treatment of persons with 
cancer from various sources. It serves as a repository 
for records of cancer in a region and also provides 
an effective system of follow-up which helps par- 
ticipating hospitals. In most areas it serves as a 
clearing house for mortality data. Certainly one of 
its most important functions is that of furnishing 
consultation and assistance to hospital registries. It 
prepares statistical analyses from accumulated data 
so that cancer care in each local hospital can be 
compared with over-all regional experience. A cen- 
tral registry advances our knowledge of the epidemi- 
ology of cancer. It can, in many instances, suggest 
avenues for laboratory and clinical research. Uni- 
form reporting of data about cancer and improved 
record keeping are fostered. 

A central registry may be organized in a county, 
a state, or a region. Successful county registries 
operate in Calhoun County, Michigan and Westches- 
ter County, New York. Among the state registries 
that are contributing important data are those in 
Massachusetts, Connecticut, California, and New 
York. 

Most central registries are operated by a medical 
society, a medical school, a voluntary health organi- 
zation (such as a division of the American Cancer 
Society) or a governmental agency like the state 
health department. The offices of such registries are 
usually housed in these organizations, and are sup- 
ported by a combination of organizations. Their 
success is dependent upon complete cooperation. The 
Calhoun County Registry in Michigan is operated 
by the Calhoun County Medical Society in coopera- 
tion with the County unit of the American Cancer 
Society and the County Health Department. The 
American College of Surgeons and the American 
Cancer Society are now in a position to assist any 
area in developing central registries as a part of the 
whole cancer registry program. 

The problems and uncertainties created by hospital 
and central registries can be overcome by the interest, 
cooperation, and participation of the responsible com- 
mittees. But these problems are as nothing compared 
to the prospect of a disease that might otherwise 
continue to cut down well over a quarter million 
Americans yearly without leaving a tell-tale path. 
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The lack of adequate data on the distribution of 
cancer in different populations is one of the great 
handicaps confronting cancer research. At present, 
only a relatively few nations have developed an 
adequate statistical profile of the cancer problem. 
The United States is not one of them. The Cancer 
Prevention Study of the American Cancer Society 
will help, during the next six years, in gathering 
epidemiological information in the United States on 
cancer as it is related to place, occupation, habits, 
diet, and many other factors. 

However, there is no doubt that hospital and 
central registries must be looked to for vitally im- 
portant insights into the epidemiology of cancer. 
Working together, these registries can help turn the 
dreadful toll of cancer into a bell that will guide 
our research and our treatment up the right paths 
to conquest. 


A Central Statistical Registry has as its purposes 
and functions: 

1. To collect and maintain a file of case history 
abstracts of all cancer cases diagnosed or treated 
in the participating hospitals. 

2. To stimulate and to assist in the development 
of hospital cancer registry programs in the accredited 


hospitals participating in the program. (Participation 
in the Central Registry Program by the hospitals will 
be contigent upon well organized and functioning 
hospital registries) . 

3. To provide to the participating hospitals such 
follow-up information on their reported cancer cases 
as may be available from state vital statistics records 
(death certificates), and reports from other hospitals. 
(Primary responsibility for the follow-up of indi- 
vidual cancer patients rests with the hospitals and 
physicians concerned with the patients’ care). 

4. To prepare over-all statistical analyses and 
evaluations of the cancer data accumulated, as well 
as comparative audits for the participating hospitals 
as the need arises and the situation warrants. 

5. To maintain and make available for use, as 
may be needed, the file of clinical and follow-up 
information on cancer patients for such pathological, 
clinical, or other special studies as may be recom- 
mended or authorized by the Board of Trustees of 
the Michigan Cancer Registry. 


Reference 


American College of Surgeons; Manual for Cancer Programs, 
1961. 
1067 Fisher Buildina 





Pathogenesis of a Virus-induced Leukemia in Mice 


Male BALB/c mice that received a cell-free ex- 
tract from the spleens of mice with leukemia induced 
by a virus were compared with BALB/c mice of the 
same age and sex that received a cell-free extract 
from normal spleens. Untreated BALB/c mice were 
used as controls. Mice six weeks of age were chosen 
for the injections, since tissues from newborn mice 
are hard to handle, and a relatively low dose of virus 
was given to insure a gradual development of leukemia. 

No difference in the three groups could be detected 
until eight weeks had elapsed, when many megakaryo- 
cytes containing granulocytes were observed in the 
bone marrow of the virus-injected mice. The next 
difference detected was a gradually increasing hyper- 
plasia of the spleen in the virus-injected mice. 

A few mice showed a localized reticulum-cell hyper- 
plasia in the lymph nodes. The most significant 
alterations appeared to be in the thymus, and, with 
one exception, it was in this organ that leukemia was 
first recognized in the treated mice. The thymus in 
one leukemic mouse did not contain malignant cells 
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but showed a granulomatous reaction. A series of 
transplants made from the primary leukemias resulted 
in lymphocytic neoplasms with different biologic char- 
acteristics in regard to growth period, spread from the 
site of inoculation, and organ involvement. 

The transfer of tissue from hyperplastic spleens 
from mice with no morphologic evidence of leukemia 
reproduced the same sequence of preleukemic lesions 
that were observed after transfer of the cell-free ex- 
tract. This study indicates that inoculation of the 
leukemia-inducing virus causes a derangement in cer- 
tain reticular organs of mice which is conducive to 
the development of lymphocytic neoplasms. The virus 
described by Moloney may be acting like many other 
carcinogenic agents. Several incidental lesions appear- 
ing in experimental, control, and stock BALB/c mice 
are described.—THELMA B. DUNN, JOHN B. MOLONEY, 
ARLEIGH W. GREEN, and Betry ARNOLD, Laboratory 
of Pathology and Laboratory of Biology, National 
Cancer Institute, Bethesda, Maryland. J. Nat. Cancer 
Inst., 26:189-221, 1961. 
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lsolation-Perfusion and Infusion Methods 


In the Treatment of Cancer 


In 1946, nitrogen mustard compounds were intro- 


duced into clinical medicine for the treatment of 
malignant neoplasms. At first, these radiomimetic 
agents were used primarily against neoplasms of the 
hematopoietic system. During the past few years, 
they have been used with increasing frequency against 
solid tumors. Unfortunately, all of the effective can- 
cer chemotherapeutic agents are potentially toxic. Be- 
cause of the narrow margin between effective dose 
and intolerable toxicity, available compounds are far 
from ideal. Isolation-perfusion (regional perfusion) 
and infusion techniques are attempts to increase the 
effectiveness of these imperfect agents. 


Isolation-Perfusion 


Originated by Creech and his co-workers, isolation 
perfusion methods are based on isolation of the cir- 
culation of a region of the body and perfusion of the 
isolated circuit with a chemotherapeutic agent via an 
extracorporeal circulation. An oxygenator is included 
in the extracorporeal circuit because of data suggest 
ing that high oxygen tensions increase the effective 
ness of some chemotherapeutic agents. 

A most important principle underlying these proce 
dures is that of confining an intra-arterially admin 
istered chemotherapeutic agent to a tumor-bearing re- 
gion. This confinement allows high local concentra 
tion of the agent while decreasing systemic toxicity 
Although none of the present methods permits com- 
plete vascular and lymphatic isolation, the extremities 
and the lungs can be perfused with little escape, or 
leakage, of chemotherapeutic agent into the systemic 
circulation. In general, isolation-perfusion of the ex- 
tremities is safe, but the high sensitivity of normal 
pulmonary parenchyma to nitrogen mustard com- 
pounds makes most surgeons reluctant to apply these 
techniques to patients with neoplasm of the lung. 
Regional perfusion of most other regions is accom- 
panied by a variable but often significant leakage of 
chemotherapeutic agent. Such leakage may produce 
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systemic toxicity and decrease the high regional con- 
centrations presumed necessary for tumoricidal action. 


Selection of Patients —Proper selection of patients 
is difficult because response to isolation-perfusion is 
unpredictable. Although other tumors have regressed 
after isolation-perfusion, the best results have been 
reported after treatment of patients with melanoma, 
rhabdomyosarcoma or liposarcoma. 

At the University of Michigan Medical Center iso- 
lation-perfusion procedures are now limited to patients 
with melanoma or sarcoma. Further requirements are 
(1) that the neoplasm is unresectable but regionally 
confined, (2) that the neoplasm involves an extremity, 
the face, or upper part of one side of the neck, (3) 
that radiation therapy is not advisable, and (4) that 
the patient is thought able to tolerate a major opera- 
tion. 


Technique——After freeing the appropriate artery 
and vein, 2.0 mg. of heparin per kilogram of body 
weight is administered intravenously. The artery and 
vein are cannulated. The extracorporeal circuit, con- 
sisting of a disposable bubble oxygenator and two 
pumps, is primed with 750 ml. of blood warmed to 
body temperature. Arterial pressure in both the sys- 
temic and the perfused circuit is measured using intra- 
arterial cannulas, pressure transducers, and recorder. 
Appropriate vascular clamps and tourniquets are ap- 
plied and the tumor-bearing region perfused from the 
extracorporeal circuit. The rate of blood flow into 
the perfused region is adjusted on the basis of the 
patient’s ideal weight, the mass of tissue perfused, 
and the arterial pressure within the perfused circuit. 
The arterial pressure in the perfused circuit is kept 
20 to 30 mm. Hg below systemic pressure because 
this restriction appears to decrease leakage. 

When venous return is satisfactory, the desired 
chemotherapeutic agent is injected immediately proxi- 
mal to the arterial pump. If short-acting agents such 
as nitrogen mustard are used, four injections are 
made within one hour and the perfusion is then con- 
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tinued for twenty to thirty minutes after the last 
injection. Longer-acting agents such as phenylalanine 
mustard are given in one injection and perfusion con- 
tinued about one hour. At the end of perfusion the 
cannulas are removed, the heparin neutralized, and 
the vessels repaired. 


Selection of Agents—Nitrogen mustard compounds 
are used most frequently. Phenylalanine mustard is 
particularly effective against melanomas, possibly be- 
cause of incorporation of phenylalanine into melanin 
synthesis. 


Complications —The most significant complication 
related to the technique of regional perfusion is arte- 
rial occlusion. Patients with pre-existing arterial dis 
ease or those undergoing repeat perfusion seem most 
liable. Other complications of the technique are per- 
sistent edema, bleeding from the arteriotomy site, and 
venous thrombosis. Bone marrow depression is the 
most serious complication caused by the chemothera- 
peutic agent itself. This complication is directly re- 
lated to the inherent toxicity of the agent and to the 
amount of leakage into the systemic circulation. Less 
severe complications include persistent nausea and 
vomiting, alopecia, diarrhea, stomatitis, and nerve 


injury. 


Results—It is premature to attempt a critical evalu 
ation of isolation-perfusion techniques. However, cer- 
tain generalizations are probably valid. Regional per- 
fusion is most effective when applied to lesions of an 
extremity. Melanomas may be expected to show a 
relatively high rate of response (25 to 40 per cent). 
Sarcomas are extremely variable in response but 
regress in perhaps 25 per cent of cases. Carcinomas, 
and particularly adenocarcinomas, respond least well. 
Probably as a result of direct neurotoxicity of the 
agent, pain is usually relieved. It is noteworthy that, 
to date, no cure of neoplasm has been reported from 
regional perfusion techniques. 


Continuous Intra-Arterial Infusion 


The meager results of isolation-perfusion methods 
in the treatment of patients with carcinoma warrant 
trial of other ways of increasing chemotherapeutic 
effectiveness. In one such attempt, Sullivan and co- 
workers recently introduced the use of continuous 
intra-arterial infusion of an antimetabolite (Metho- 
trexate) for which an antidote (citrovorum factor) is 
available. Intermittent, systemic administration of the 
antidote permits infusion of large doses of the anti- 
metabolite. 
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Metbod.—Present evidence suggests that continu- 
ous intra-arterial infusion is most useful in treating 
patients with incurable but unilateral squamous cell 
carcinoma within the distribution of the external 
carotid artery. The ipsilateral external carotid artery 
is cannulated with a plastic catheter. During each of 
the next seven days, 25 mg. of Methotrexate in 1000 
ml. of isotonic saline is slowly pumped (infused) into 
the artery. Six mg. of citrovorum factor is given in- 
tramuscularly every four hours during the course of 
Methotrexate to neutralize the latter’s systemic toxic 
effect. 

During these seven days the patient may well have 
pronounced shrinkage of the tumor; however, he may 
develop an ulcer in the buccogingival region and this 
is a signal for immediate cessation of Methotrexate. 
It is unlikely that the patient will develop bone mar- 
row depression, but serial blood counts are always 
obtained because more than lethal doses of Metho- 
trexate are given. 

It is probable that within three months after ces- 
sation of therapy the squamous cell lesion will start 
to progress again. Therefore to permit retreatment, 
the arterial catheter frequently is left in place with 
the sealed end buried subcutaneously. 


Results—In most patients with squamous cell car- 
cinoma who are treated with continuous intra- 
arterial infusion, there is some regression of tumor 
in the area of infusion, but no regression even im- 
mediately outside the infused arterial bed. Disappear- 
ance of all clinically detectable tumor occurs in some 
patients, though this disappearance has been short- 


lived in our modest series. 


Discussion 

The requirements for optimum regional perfusion 
are still being debated and investigated. The most 
important unsolved problems are those of the desira- 
bility of high oxygen concentration in the perfused 
circuit, the significance of leakage as measured by 
isotope and dye dilution techniques, and the optimum 
perfusion rate for the isolated circuit. Other unans- 
wered questions include the efficacy of chemothera- 
peutic drug combinations, the value of altering meta- 
bolic rate, and the protective influence of hypothermia 
during regional perfusion. 

The applicability of continuous intra-arterial infu- 
sion to regions other than the neck, to tumors other 
than squamous cell carcinoma, and to the use of other 
agents which can be neutralized, is under investigation 
xt several institutions. 
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Investigational vs. Practical Chemotherapy 


A RECENTLY noted sign erected by a chiropractor 
on a Detroit street denotes “chiropractic as the safe 
way to health.” 

Consider how many toxic, allergenic, seriously-de- 
pleting, fundamentally-deranging agents are used in 
medical practice today: digitalis, butazolidine, nerve- 
damaging antibiotics, phenothiazines causing bone 
marrow and liver damage, hypotensive agents of great 
power, penicillin and other potent allergens; the terri- 
bly effective oral diuretics and the extremely potent 
corticoids. 

Consider how many persons have been severely 
disabled, prolongedly bothered with itches and rashes, 
chronically weakened, or disoriented, or nauseated by 
our new and non-official remedies. Consider how 
many have died, or heard or read of others dying from 
the use of these remedies. 

Consider the morbidity and mortality of our ex- 
tended surgical and radiological reach. 

Overly vigorous medical treatments and overly 
ambitious use of the knife and of more primitive cau- 
teries than radiation sent several generations of Euro- 
peans stealing off to irregular healers in the past. 

The medical arts of our times suffer more from 
their excessive power, than from any other factor. 
People with good sense have always been, and always 
will be, a little afraid of physicians and much afraid 
of surgeons. 

If this reasonable fear is not to be increased by 
further accumulations of evidence, we must all learn 
to become more patient in awaiting results, and more 
conservative in the number of things we prescribe and 
the risks we encourage patients to accept in the treat- 
ment of minor disabilities and discomforts. 

How, then, shall medicine progress? The new must 
be tried. But it must be tried only for serious reasons 
by seriously interested and experienced students of 
drug action and toxicity; who are equipped with an 
optimum of time, instrumentation, technical and lab- 
oratory support in their evaluation task; and who will 
see it as their clear duty to make their observations 
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in an unbiased fashion, and to report them thoroughly, 
promptly, and objectively, to their colleagues through 
various means created for the exchange of scientific 
information by professional societies. 

Persons receiving investigative drugs should realize 
the nature of their treatment. Where possible, it 
ought to be publicly apparent that they are under such 
study. 

The investigational chemotherapist, whether he be 
concerned with infectious, psychiatric, or neoplastic 
disease, should be recognized as having a special 
duty to perform for his profession in addition to that 
which he already has to perform for his patient. And 
his patient is his patient, not his subject. 

When everyone does investigational therapy, nobody 
does conventional therapy. The result is a totally in- 
excusable, massive multiplication of human injuries, 
misfortunes, sufferings and deaths over that already 
deeply-regretted, irreducible minimum of therapeutic 
misadventures which appear to be the inevitable cost 
of medical advancement. 

If we love our profession, we must be prepared to 
leave the dubious glory of having been the first prac- 
titioner to give a dose of the chemist’s last invention 
to some one who would rather do that than make a 
living. , 

Trouble comes when this latter idealist starts talking 
directly to the public instead of only to us; or smugly 
insinuates that because he is always trying new things 
which only rarely succeed, he is the best man to come 
to for genuine medical management. Along with fre- 
quently succumbing to these sins, the investigative 
chemotherapist is also tempted to make his efforts 
look as productive as possible. Hence, no reports are 
ever as good on anything as the first one was. 

The investigative therapist can spoil the whole play 
for everyone—the patient, the profession, and himself 
by such failings. 

It is incumbent, therefore, for the investigative ther- 
apist and the conventional therapist, each to have a 
clear idea of his own duties and capabilities and to 
work with his fellows in sincerity and unity of pur- 
pose. This is the true “safe way to better health.” 
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Sixty Years of Medical Practice 


Topay is April 12. In twelve more days, it will 
be the 24th—the sixtieth anniversary of my starting 
the practice of medicine in Detroit. As | think over 
these years, I can say with Ovid in his Tristra, Book 
III: “My home, the city, and the image of well-known 
places pass before my eyes.” 

It has not been an easy thing to know what to say 
on an occasion like this. Dr. Henry K. Beecher of 
Harvard Medical School said in his article on 
Anesthesiology, printed in Seventy-five Years of Medi- 
cal Progress: “It is a good thing to look back from 
time to time in order to get our bearings. We can 
hardly know where we are going unless we know 
whence we came, lest we end up where we started. . .” 
In previous talks and papers, I have told about Detroit 
and its medical schools, hospitals, doctors and surgical 
practice in the old days and without repeating myself, 
some reference will be made to earlier times. 

I was born on December 25, 1876, the 100th anni- 
versary of the founding of our country. It seems to 
me, as I have studied medical history, that my life- 
time has been spent in the Golden Age of Medicine. 
During this short time, we have had an opportunity 
to watch and marvel at the wonderful growth of 
medical knowledge. Dr. Louis H. Bauer, Editor of the 
book, Seventy five Years of Medical Progress, 1878- 
1955, states in the Foreword: 

“During this relatively brief period of time—little more than 
the span of an ordinary life-time in these days of increased 
longevity—medical scientists have learned more about the 


nature and treatment of disease, and about its prevention, 
than in the previous 3,000 years.” 


Especially in the last twenty years, new discoveries 
and theories, new drugs—the number of which is 
bewildering to the practicing physician—new treat- 
ments, and new methods are presented to us almost 
daily in the many medical journals. They are dis- 
cussed in papers presented in our medical meetings, 
or described to us by the detail man. It is almost 
impossible to keep abreast of them all. The prescrip- 
tions we write today were unheard of when I started 
in the practice of medicine. In fact, some of 
the most prevalent diseases of that day are little 
seen today—typhoid fever, diphtheria, scarlet fever. 


Delivered at a meeting of the Detroit Academy of Medicine, 
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Pneumonia was treated with digitalis, the open-air 
treatment, whiskey and quinine. Tuberculosis was 
treated with eggs, milk and rest. People resisted going 
to a sanatorium. In fact, in the old days people went 
to a hospital only as a last resort. They thought they 
were surely going to die if the doctor recommended 
hospital treatment. The suggestion by the doctor of 
hospitalization often meant the loss of the patient. 
He would try another doctor first. 

In 1955, in a paper entitled “Looking Back Fifty- 
five Years,” I ended a list of the high spots of medical 
practice up to that time with the Salk vaccine. During 
the last five years, according to the annual edition 
of the Encyclopedia Britannica, the main high spots 
in medicine have been the tranquilizers, the work on 
an oral method for the treatment of diabetes, the 
increased interest in medical rehabilitation which i 
being studied more and more, the use of television 
in medical teaching, the controversy regarding 
cholesterol in high blood pressure and coronary 
thrombosis, continued research on antibiotics, the 
development of new drugs, increased work in heart 
surgery (in which Detroit surgeons have been 
pioneers), the controversy regarding the role of 
cigarettes and air pollution in lung cancer, and of 
course, paramount is the continued search for a cure 
for cancer. Biochemistry and genetics (unheard of 
words in my early medical training) are coming to 
the fore. One of the discoveries of great value, as 
we know, has been the use of polyestic fibre to make 
artificial arteries to replace eroded hardened arteries 
in certain types of heart disease. And, of course, 
there is that then undreamed of thing—space medi- 
cine. The Nobel Prize was awarded in medicine to 
Severo Ochoa and Arthur Kornberg for their work 
in the field of enzymes. These basic discoveries ad- 
vanced the knowledge of genetics, and it is hoped 
that they may yield the clues to various diseases, of 
which the cause is now not known. There are the 
work in geriatrics and the efforts to solve the prob- 
lems of old age. Another matter which, as we all 
know, is being debated is the question of more medical 
schools so that we may have an adequate number of 
physicians. I could go on and on with this list of 
highlights of recent medical advances. 


But let us go back—for I would like to tell you 
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SIXTY YEARS OF MEDICAL PRACTICE—STAPLETON 


about the reputation that Detroit held in the medical 
world at the beginning of the century. 


In the early days of my medical life, I always 
liked to go to the meetings of the AMA. They were 
not so large in those days, and one became acquainted 


more easily with other doctors. One thing that 
irritated me was the following: You would meet a 
doctor and start talking. Then came the question, 
“Where do you practice?” “In Detroit” would be my 
answer. There would be a pause. “Oh, Detroit! 
That’s the place where doctors make a lot of money 
but never contribute any scientific material to medi- 
cine.’ Another man said, “There isn’t a Detroit 
doctor on the program.” Such was our reputation. 
Today, of course, the situation is just the opposite. 
Detroit today is a recognized medical and research 


center. What has caused the change? 


In my lifetime, 1 have had three dreams. Thoreau 
wrote in his “Walden”: “If you have built castles in 
the air, your work need not be lost; that is where 
they should be. Now put the foundations under 
them.” 


The first of my dreams was in relation to the 
Wayne County Medical Society. In my early days, 
I was secretary-treasurer of the Society. We had no 
home of our own. Meetings were held in the old 
County Building, the Elk’s Temple, the oid Prismatic 
Building on First Street, in various hotels, and some- 
times even in the doctors’ homes. As secretary- 
treasurer, it was my job to arrange the programs (after 
consulting with the president, of course). Then I had 
to have the announcement postcards printed and mail 
them. I kept all the records, paid the bills, collected 
the dues. I was bonded for $500. This will show 
you how small the Society was. Looking back over 
the years, it is hard for me to realize what has hap- 
pened to our County Society. From a small group of 
doctors without a home, we have grown gradually 
through the years to over 2,600 members. One has 
only to look at the Detroit Medical News, when the 
annual report is printed, to see what has happened. 
Look at the list of committees, the many services 
offered to doctors and to people in need of medical 
help. So my first dream has come true, due to hard 
work on the part of many dedicated doctors. One 
would like to list their names, but it would be im- 
possible to mention them all. We now have this fine 
and complete building, with an auditorium, meeting 
rooms, dining facilities, the Beaumont Historical 
Room, and so on. One must not forget also to pay 
tribute to the David Whitney family for their gener- 
ous aid to our Society. 
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Medicine has been organized in the Wayne County 
Medical Society. The latest in medical discoveries 
is reported to us. Only recently, the Beaumont Lecture 
for 1960 discussed “Pulmonary Changes Induced by 
Inhaled Substances, Pathologic Cardiopathies of 
Occupational Origin,” a subject researched at Wayne 
State University College of Medicine. And so the 
Wayne County Medical Society has been a factor in 
the fact that Detroit is no longer unrepresented at 
national and international medical meetings. 


My second dream was that Detroit would some day 
have an outstanding medical school. Looking across 
the campus you can see that that dream also has 
come true. That new medical school building repre- 
sents, as does our Medical Society building, a tre- 
mendous amount of work and dedication. 


I think back to my own medical school days when 
ours was the first four-year course and we had no 
course in laboratory pathology or physiological 
chemistry. There were only four microscopes for our 
whole class to use in our so-called course in 
bacteriology, which was just beginning that year to 
be part of the medical curriculum. The old anatomy 
dissecting room with its never-to-be-forgotten smells, 
which drove me to smoking a pipe, bears no com- 
parison with the anatomy laboratory of today. The 
teaching was mostly didactic, plus what knowledge 
could be picked up from witnessing operations and 
in the O.P.D. where students quizzed patients and 
reported their findings to doctors who, in turn, 
quizzed students. 

There was no internship, as such, in those days. 
You graduated, and opened your office the next day. 
I had a sort of internship by working at the old De- 
troit Emergency Hospital where the insane, would-be 
suicides, the man suffering from delirium tremens, and 
all the other sick poor were brought. Now every 
medical student serves, as a matter of course, an 
internship and probably a residency in a well-equipped, 
modern hospital. The medical college is affiliated for 
teaching purposes with Detroit Receiving Hospital, 
with its out-patient and research departments in the 
Farwell Annex, with Children’s Hospital, Herman 
Kiefer Hospital (a far cry from the so-called “Pest 
House” in which infectious diseases were cared for 
in the old days), Veterans Administration Hospital, 
Wayne County General, Harper, Grace, Detroit 
Memorial, and so on. Then there are the Kresge Eye 
Institute, the Lafayette Clinic, the Rehabilitation In- 
To care for the 
needs of an industrial city of this size, there is in the 
Medical College the Department of Industrial Medi- 


stitute of Metropolitan Detroit. 
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cine. There is a Department of Neurosurgery and 
Neurology. One could go on and on. It is a joy to 
see what happened to a school which at one time 
stood on shaky ground. No longer the Detroit College 
of Medicine, it is known as the Medical College of 
Wayne State University. This too, was due to the 
work of devoted men who came to the rescue of the 
school in its need, and to the loyal support of its 
Alumni Association. Among these men are members 
of our Academy. 

We have mentioned one of the fields in which re- 
search is being done at the medical school—the 
subject of the Beaumont Lecture for 1960. We shall 
mention only two others of the many—the work on 
cerebral vascular disease, and the research on heart 
metabolism. This fine, well-equipped medical school, 
administered and staffed by leaders in their specialties, 
is another reason why Detroit is known, and well 
known, wherever the results of medical research are 
being presented to the medical world. 

You have all read in the papers about the proposed 
new Medical Center which will include Harper, Grace, 
Women’s and Children’s Hospitals, with other build- 
ings and facilities to make it a great center for the 
study of disease. This is in the future, but we hope 
for its success. 

My third dream was to have an up-to-date medical 
library. As you all know, our present building on 
Mullett Street is bursting at the seams with its collec- 
tion of books. It is really remarkable how the staff 
members are able to do the job they do with the 
present facilities. The men who made possible the 
Wayne County Medical Society building and our new 
medical school building will no doubt make my third 
dream come true. The lack of an adequate library is 
the only criticism regarding our medical school—the 
only thing the authorities say is necessary to com- 
plete our medical center. 

I would like to say a word about our Academy. 
In the “Introduction” to the Year Book of the Detroit 
Academy of Medicine, we note the following which 
may be of interest to present-day members of the 
Academy. It states that the Academy was much 
interested not only in the development of closer pro- 


fessional and social relationships among portions of 
the Detroit profession, but also in other developments 


Doubtless, the organization of the Detroit Medical College 
in 1868 was the underlying stimulus of this effort to secure 
intellectual, social and professional training from this band 
of professional workers. The teachers in this college were 
practically all new men in the work; some felt the need of 
outside aid to render their work most successful. Those were 
most active in promoting the Academy. Active members of 
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Michigan College of Medicine and Surgery and the Michigan 
College of Medicine as well as the Detroit Medical College. 

In the conduct of other medical societies, hospitals, elevation 
of standards of medical qualification for practice, in the 
struggle for the betterment of the profession in Michigan and 
the United States, men trained in the Detroit Academy of 
Medicine have taken an important part, as published records 
abundantly prove.” 

This is still true today. The Academy has as mem- 
bers some of the leading men in the various specialties, 
men who take an active part in the work of the 
Medical Society and of the medical college. We are 
proud to be members of the Detroit Academy of 
Medicine. 

With all our advances in medical knowledge, we 
find that present-day medicine is re-examining some 
of the ideas of the old days, and now and then 
selecting a worthwhile one for study. There is a 
movement afoot in my own fraternity, for instance, 
to bring back, to some extent at least, the old pre- 
ceptor system. 

The tremendous need for physicians has led some 
schools to plan a shortened pre-medical course and to 
try out the admittance of specially talented students 
to the medical school directly from high school. The 
medical curriculum in some instances will be revised 
and shortened in an experiment to try to graduate 
students in six years rather than in eight. We shall 
watch these experiments with interest. 

An article which bore no author’s name appeared 
recently in a magazine and | clipped it. It seems to 
epitomize just where we stand in medicine today, 
and I would like to quote it: 


SOMETHING TO THINK ABOUT 

“When one pauses to reflect that more has been achieved 
in medical fields in the last two decades than in all previous 
recorded time and that most of the fascination, investigation 
and excitement still lies ahead, one realizes the importance 
of passing this heritage on to other coming generations; that 
this is more important than possible Assurances of Social 
Security, luxurious living standards, or greater leisure. 

“One of the concepts which the future may have difficulty 
in preserving amidst the routines of Big Government, or- 
ganized labor, professional management and automation is 
the eternal significance of the individual human being.” 


I would like to end this little talk with the word 
“friendship.” “Life’s friendships are given to us to 
cherish, as parts of God’s plan for us.” It seems to me 
that the Detroit Academy of Medicine has as one of 
its tenets—friendship. Speaking personally, I owe 
much to many members of our organization from the 
early days of practice to the present, not only for my 
patients, but for myself. The friendships of the Acad- 
emy members are among those that I cherish most. 
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Guest Editorial 


Cancer Patient Care 


Adequate care of cancer patients is the goal of conscientious physi- 
cians. The aim of this issue has been to include articles dealing with 
several aspects of cancer patient management. These might be 
grouped into the somatic: surgical and radiation therapy, chemotherapy 

and supportive treatment; and what might be 
termed the psychic: the care of the patient’s 
emotional and social reactions. Which of these 
two factors will be more important for any one 
patient may vary greatly and be quite impossible 
to predict at the onset of treatment. All physi- 
cians, then, must take both spheres into ac- 
count. 
The somatic phase is primarily the concern 
of surgeon and radiation therapist, particularly 
ong aaa when hope for cure exists. Local or systemic 
chemotherapy, used adjunctively, may assume a 
greater role in the cure of cancer. Before treatment is started con- 
sultation from radiation therapist, surgeon, internist and pathologist 
often is desirable. This type of cooperative planning is advocated by 
Gulick in his article on radiation therapy. It is hardly fair to expect 
every clinician to have unerring judgment. Consultation in problem 
cases is available to him in many hospitals from cancer committees 
or tumor boards. Much wider expansion of the number and activity 
of such boards of consultants is both possible and desirable. Such 
expansion is approved and encouraged by the Committee on Cancer 
of the American College of Surgeons, as Nelson implies in his article 
concerning tumor registries. 

It seems appropriate that one article by a surgeon should be Saltz- 
stein’s report on the diagnosis of breast cancer since the principles 
of cancer surgery were first applied by Halsted to breast cancer. 

Dr. Vaitkevicius’s article on chemotherapy of advanced ovarian 
cancer illustrates the importance of chemotherapy. With the greatly 
increasing number of available drugs for cancer treatment a subspe- 
cialty of chemotherapy is evolving. Also available for palliative 
treatment and at times prolongation of life are radiation therapy, en- 
docrine oblation, neurosurgery and other operations as well as a 
large number of nonspecific drugs. 

Decisions about treatment for cure and palliation should take into 
consideration the patient’s ability to adjust to deformity or alteration 
of important function, the reaction of the family, life expectancy, 
likelihood of return to work, availability of necessary care, financial 
status, expected relief from symptoms and risk of treatment. 

The role of the physician in addition to that of scientist should be 
that of friend and counselor who supports the patient through what- 
ever emotional reaction and social problems may arise. Ways of 
approaching this phase of patient care are given in Hirschfeld’s 
article. Most patients accept their illness and adjust to it better 
when told its nature. They will be helped to adopt to their disease 
when communication lines with their families and physicians remain 
open. 
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Implicit in the management of cancer patients is the 
recognition that adequate care can come about only 
when all appropriate forms of therapy are employed 
and each patient’s personal needs are recognized and 
met. 


Henry J. VANDENBERG, JR., M.D. 


Crisis Psychology 


We have just passed through three hearings in De- 
troit, Grand Rapids and Lansing, on the Blue Cross- 
Blue Shield requests for rate adjustment held before 
the Insurance Comissioner. 


The big headlines and front page stories of the 
Free Press remind us of earlier times. The medical 
profession opposed for many years the threat of na- 
tional compulsory health insurance (Wagner-Murray- 
Dingell type bills) which had bothered us for 15 or 
20 years. During that time the medical profession at- 
tained the reputation of always opposing legislation, 
never proposing. That era brought about the establish- 
ment of the Blue Cross-Blue Shield system of provid- 
ing health care for our patients through the insurance 
principle—so that minimal but essential care could be 
provided from funds already accumulated. 

This new type of group medical care grew out of 
a long period of depression and distress. During that 
time of national and financial distress we had a new 
President come into office. Distress continued to re- 
curr. A new axiom appeared (quote from F.D.R.) 
“The only thing we have to fear is fear itself.” 

The nation, and also the medical profession, was in 
fear. When problems seemed to smooth out a little, 
another national emergency or calamity faced us: in- 
ternationally, politically or in a socio-economic field 
which involved the medical profession. Numerous 
groups including labor, politicians, and unfortunately 
some of our own profession, opposed and obstructed 
progress of voluntary pre-payment plans for medical 
and hospital services. The Wagner-Murray-Dingell 
threat died off as a mass program and for a time con- 
ditions were better. 


Lately, the same threat has recurred in the form of 
a “foot-in-the-door” Forand type bill, with support 
from great masses of labor, from numerous politicians, 
and from a few of our own profession. 


Blue Cross and Blue Shield are now in the process 
of securing rate adjustments and the fear technique 
again has been invoked. To oppose this the medical 
profession is accused of mishandling the Blue Shield 
program, of being the cause of the increased costs 
and of improper administration. This complaint comes 
from two groups of people, the subscribers who com- 
plain about increased rates, and the older people who 
fear they will be priced out of the picture. 
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We have just been through a political campaign, a 
very large part of which emphasized the need of the 
over 65 people, and insistance that their medical and 
hospital care be placed under Social Security so that 
all of them would be eligible for health services. 


This clamoring completely ignored the fact that over 
70 per cent of the aged are able to provide for their 
own insurance and to pay their own bills. Almost 
half of the needy aged people are not under Social 
Security—never have been—but are under government 
care through regular tax channels. 

The Blue Cross-Blue Shield request for rate adjust- 
ment does not include those in the special “Senior- 
Citizen” insurance program for the over 65 persons. 
No rate increases are contemplated for the “senior 
citizens,’ but they have been scared and have been 
swamping the hearings to complain on an item which 
does not affect them. This is a rate adjustment for re- 
tirees and those over 65 in group conversion (pay 
direct) program. 


For the other groups, regular and M75 and its 
various modifications, the profession is accused of do- 
ing nothing to bring down costs. But the profession 
has. The average cost of services has been gradually 
reduced for the past five years from $36.36 to $30.65 
in 1961. This means that Blue Shield and the medical 
profession have reduced costs in five years, not in- 
creased them. 

What bas produced the need for readjustment of 
rates comes from the subscribers—the beneficiaries— 
who have used the service. Those numbers have con- 
stantly increased in this same five years, from 26.70 
in 1956 to 61.94 in 1960, per thousand subscribers. 
That is the item which is the major cause of trouble. 
The services from 1956 to 1960 increased over twice. 
Our actuaries and insurance advisors never anticipated 
that reaction. The adequacy and the solvency of Blue 
Shield is at stake. The rate readjustment requested 
would solve this present problem. 

Professor Walter McNerney, who has been con- 
ducting the study growing out of the five-year-old 
Governor Williams Commission on the Blue Cross and 
Blue Shield, as yet has given us nothing tangible that 
we can use in the nature of figures, but told the 
Public Relations County Secretaries Conference in 
Lansing on January 29, that we have a wonderfully 
good program and are to be congratulated for having 
evolved a working voluntary prepayment program, but 
that we would lose our shirts unless practically every 
member of the Society supports it, watches out for 
abuses, makes the aging care work, no over charges, 
and the Insurance Commissioner grants the increase 
requested. 

He says there are faults which can be corrected, 
but to date we have not had the benefit of his report. 
Professor McNerney told the Insurance Commissioner 
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at the hearing that the report might be published and 
ready “soon.” That will again be entirely too late to 
help this immediate recurring problem. The report was 
too late two years ago when rate adjustments were 
heard. The report had been promised for not later 
than May 1959 at the outside. Originally, the promise 
had been for 1958, but the actual start of the study 
was delayed waiting for a sponsor and work schedule. 

It was suggested at the recent Insurance Commis- 
sioner’s hearing that very definitely another study of 
the Blue Shield program was demanded to solve these 
problems of administration and rates and adjustment, 
et cetera. Who would make that study? The Uni- 
versity of Michigan has been doing this one for over 
four years. The American people have just been 
through a political campaign, lasting for many months, 
in which the people were told of our inadequate de- 
fense, of our inadequate nuclear fission program, of 
our inadequate inter-planetary space program, and of 
the inadequacy of medical and hospital care for the 
16 million aging over 65. 

Most of the medical profession knows and appreci- 
ates that the proposed care of the aging was not ac- 
cording to the facts. An acceptable and sufficient pro- 
gram has been enacted for these older people—the 
Kerr-Mills Bill. 


Pressure and Fear Tactics 
Hegenerated 


The UAW recently held an anniversary meeting in 
Flint commemorating the famous forty-four day sit 
down strike against General Motors Corporation. Mr. 
Reuther is quoted to have said that the Union would 
not rest until Social Security benefits are not only in- 
creased for each worker, but also guaranteed to have 
his hospital and medical needs taken care of as part 
of his Social Security benefits. He indicated that 
medical care will be on the list of objectives in this 
year’s contract negotiations. 

On the “CBS Reports” program, February 9, Mr. 
Reuther debated with Edward R. Annis, M.D., of 
Miami, Florida. Mr. Reuther argued for President 
Kennedy’s program of Health Care for the Aged 
through Social Security, and at every opportunity he 
criticized the American medical profession and the 
American Medical Association for, as he said, doing 
nothing to take care of the older people and of ob- 
structing the program of national health insurance any 
way and always. 

We wish to add our plaudits to Dr. Annis for his 
wonderfully efficient conduct and success, counter to 
probably the most experienced, aggressive and ruth- 
less debator on the American scene. All comments 
we have heard have been most satisfying. Incidentally, 
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our Michigan doctors will be interested to know that 
Dr. Annis was graduated from Annunciation High 
School in Detroit, also from the University of De- 
troit where he was an award-winner in debate. He 
received his medical education at Marquette. 

As a means of fighting the various compulsory health 
plans of Wagner-Murray-Dingell, doctors in Michigan 
conducted studies in the 1920’s and 1930’s trying to 
demonstrate that private practice of medicine could 
evolve plans to avoid compulsory government plans. 
Appeals to the AMA headquarters officials demon- 
strated there was no economic information to establish 
an insurance principle. The insurance companies were 
also without data or actuarial information. After 
many years of effort, Michigan doctors and the Michi- 
gan State Medical Society established and proved med- 
ical care could be provided using the insurance prin- 
ciple. 

The independent practitioners in hundreds of loca- 
tions throughout the nation determined there must be 
a solution to this problem of paying for medical and 
hospital care, other than the old idea of pay if you 
can after the work is done, the doctor always being 
saddled with a collecting problem. In Michigan, Bay- 
lor University, Texas, California, and in the North- 
west plans were established. 

Luckily for the general public, as well as for the 
medical profession, dedicated men after many long 
studies succeeded in establishing the Blue Cross-Blue 
Shield principle, proving health care can be insured. 

Mr. Reuther knows this. He also knows that for 
many years the AMA had had a complete change of 
heart, has recognized and requested Blue Shield plans 
to set up special programs whereby the older people 
can be provided health insurance. In his talk Mr. 
Reuther insisted that the 12 to 16 million persons in 
the old age group need health care. Blue Shield in 
Michigan has more than 60,000 over 65 persons now 
covered. Most of them were covered before they 
reached retirement age, others since, but none has 
ever been cancelled because of age. For the last four 
years, none have been denied the privilege of subscrib- 
ing because of age. In his argument, Mr. Reuther 
claimed the care offered in these policies was inade- 
quate. 


Care Uffered 


The Kerr-Mills Act was passed by a resounding ma- 
jority after both political parties had failed with their 
special programs. At first, the medical profession and 
the AMA were not satisfied, but certain changes were 
made, provisions set up and a working bill was se- 
cured. 

It is now working in Michigan under governing 
local legislation. 
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The OASI beneficiaries and many others, Aid to 
Blind, etc., are acceptable under this program and 
through the State Department of Social Welfare, they 
can secure hospital and medical attention correspond- 
ing to that of Blue Cross and the Blue Shield. Such 


is the law in Michigan now. 


Kennedy Uld Age Plan 


President Kennedy, on February 9, presented his 
medical care for the aged plan to Congress. He pro- 
poses that the O.A.S.I.* basic tax rate be increased 
from $4,800 to $5,000, and that the tax bite be in- 
creased 14 of 1 per cent for the subscriber and for 
the employer. He offered, for everyone covered by 
social security or railroad retirement, a compulsory in- 
surance setup to pay the greater part of hospital costs 
for people after they pass age 65. This insurance will 
pay hospital care above $10 a day for the first nine 
days of a hospital stay, then cover all costs thereafter 
up to a limit of 90 days for any single illness. This is 
definitely a deductible program that is proposed for 
those aged people whom he claims are financially un- 
able to pay for insurance by themselves, such as Blue 
Cross-Blue Shield, et cetera. They must raise $90 to 
pay before the government takes over, then they are 
through unless they have another illness. Doctors and 
surgeons fees are not covered, but the insurance is to 
apply to as many different stays in the hospital as 
the patient needs after he is 65. Costs of diagnostic 
services at hospitals above $20 in any one instance 
also are to be covered by the proposed program. 


Comments 


If this plan should be enacted into law, the over 
65 people and the public who will be compelled to take 
it will be disillusioned. They will have practically no 
insurance in place of what they are getting now. Sev- 
enty per cent are paying for voluntary health insur- 
ance. 


Under the Kerr-Mills act the others who are needy 
will be covered, unless that act is rescinded. The dan- 
ger of the Kennedy program is not that it will com- 
pete with private industry, if private industry is al- 
lowed to continue, but that by its very enactment, it 
sets a foot in the door through which the complsory 
health program will start. 

Socialistic schemers have threatened for three dec- 
ades at least to take over by merely extending age, 
or coverage, or time. The barrier will have been 
broached and the experience of the European nations 
will be ours also. 


*U. S. News and World Report, February 20. 
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There is one other item which we should consider 
very thoroughly. For a long time the whole campaign 
has been one of fear tactics, scaring the old people 
especially, making them believe health services are 
denied them. That was the method of attack through 
the political campaign and has been followed since. 
We have had one political or social or economic crisis 
after another. This present situation reminds us very 
strongly of the days under FDR when as soon as one 
economic or international or political crisis was ap- 
parently quieted down, another would spring up. 


The pressure from bureaucracy, calling attention 
to the supposed millions who cannot get medical care 
falls flat upon a busy practitioner who is now giving 
that care to these patients every day and who knows 
that no one need be neglected. There are plans and 
programs which will take care of them if they will 
but let someone know. The experience with the In- 
surance Commissioner and his hearings on the Blue 
Shield rate adjustment request is a case in point. Hun- 
dreds of old age people have swamped those hearings 
and protested. The fear of crisis, however, has caused 
them to panic. The medical profession is faced with 
a fight—a desperate fight—to preserve its independ- 
ence. It has been through such fights before. In the 
far past the profession was accused of simply object- 
ing and not proposing a remedy. That objection does 
not hold now. The profession has proposed many 
remedies. It developed the philosophy of pre-payment 
and has made it work; it has now developed a program 
applied to the over 65 people with low incomes and 
that is also working. 


Many of our doctors and others have suggested that 
Blue Shield should sell deductible policies, claiming 
that would solve the problem. They forget that there 
is a deductible clause in the M 75 program and that 
out of 34% million people covered, only 17,821 have 
accepted the deductible program. Michigan Medical 
Service knows deductible would be cheaper. Kennedy 
used that in his proposed program, but we also know 
that it has not sold to labor or to many others. In the 
automobile industry, deductible plans are used because 
the insurance companies have found it impossible to 
sell their increasingly expensive policies. 

Eprror's Notre: The Michigan Medical Service Board, on 


March 1, authorized voluntary selection of deductible or full 
coverage to each subscriber in all plans offered. 


House of Uelegates 


An emergency session of The MSMS Council on 
March 26 unanimously requested the speaker to call 
a special meeting of the MSMS House of Delegates, 
which was held April 16 at the Kellogg Center, 
Lansing, to consider and provide for social and eco- 
nomic threats to the profession. 
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MILD-MODERATE-SEVERE 


GASTROINTESTINAL DISORDERS 


Pro-Banth 


Brand of propantheline bromide 


One characteristic of Pro-Banthine which has 
won it general medical acceptance is its versa- 
tility. Pro-Banthine has proved highly useful in 
the management of gastrointestinal disorders 
varying widely in both symptoms and severity. 

In peptic ulcer and in other disorders char- 
acterized by hyperacidity, hypermotility or 
spasm of the enteric tract, Pro-Banthine con- 
trols symptoms with a consistency attested in 
more than 375 published reports. 

This therapeutic proficiency results not 
merely from the high level of pharmaco- 
dynamic activity of Pro-Banthine but also from 
a favorable balance of its actions on both au- 
tonomic ganglia and parasympathetic effector 
organs. The total effect of this activity permits 
doubling or tripling the usual dosage to relieve 
severe or intractable conditions without unduly 
extending or aggravating secondary actions. 

Less than a satisfactory response’ to Pro- 
Banthine may often be simply a result of less 
than adequate dosage. 
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TABLETS 
AMPULS 


Pro-Banthine, brand of propantheline bro- 
mide, is supplied in tablets of 15 mg. for oral 
administration in conditions such as peptic 
ulcer, gastritis, duodenitis, pylorospasm, biliary 
dyskinesia and spastic colon, and in ampuls of 
30 mg. for intramuscular or intravenous 
administration in conditions such as ureteral 
spasm and pancreatitis in which prompt and 
vigorous effects are required or when nausea 
and vomiting preclude oral administration. 
Usual adult dosage: One tablet four times 
daily. Up to four tablets may be administered 
four times daily for severe manifestations. 


When emotional factors prevail — 


PrRo-BANTHINE® with DARTAL® 
Brand of propantheline bromide with thiopropazate dihydrochloride 
(Not more than four tablets daily.) 


or 
Pro-BANTHINE® with Phenobarbital 


1. Krantz, J. C., Jr., and Carr, C. J.: The Pharmacologic Prin- 
ciples of Medical Practice, Baltimore, The Williams & Wilkins 
Company, 1958, p. 843. 


6.0. SEARLE « co., cHicaco 80, ILLINOIS. Research in the Service of Medicine 
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Put your low-back patient 
back on the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


® 


® 


(carisoprodol, Wallace) 


Wy Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 





“,..<emphatic DIETARY REFORM with 
LITTLE C.N.S. stimulation...“ 


CYDRIL 


*Brand of (j-isomer) 1-phenyl-2 aminopropane succinate 


TWO CONVENIENT DOSAGE FORMS... 
Each CYDRIL TABLET contains: 
(J-isomer) 1-phenyl!-2 aminopropane succinate 7 mg. 
Each CYDRIL GRANUCAPT contains: 
(J-isomer) 1-phenyl-2 aminopropane succinate 21 mg. 
(Releasing the drug over a 6-10 hour period.) 
AVAILABLE: TABLETS — Bottles of 100, 500, 1000 
GRANUCAPS! — Bottles of 100, 1000 
Request clinical samples and literature on your letterhead. 
}GRANUCAPS — T.M. Reg. U. S. Pat. Off. 


UTAG &€ COMPANY 
DETROIT 34, MICHIGAN 


-way support 
. for the 
\\ aging patient... 


TN ASSISTS PROTEIN UPTAKE 
’ IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


1 small | every morning 


YRESTIN. 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. « Methyl 50 mg. © I-Lysine Monohydrochloride 25 mg. © Vitamin jtamin E 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. * Vitamin (Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. © 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as KI) 0.1 mg. © Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- CaHPO,) 27 mg. © Fluorine (as CaF.) 0.1 mg. * Copper (as ro 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) 1 mg. ¢ Potassium -,. K,S0,) 5 mg. * Manganese (as MnO. 
0.5 mg. * Calcium Pantothenate 5 mg. * Choline Bitartrate 1 mg. ¢ Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 1 mg. * Boron 
25 mg. * Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,07.10H,0) 0.1 ody Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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PHENAPHEN 


@ More satisfactory than “‘the usual analgesic compounds” for relieving pain and anxiety.’ 

@ More effective than a standard A.P.C. preparation for relief of moderate to severe pain.’ 

Each PHENAPHEN capsule contains: Also available: 

Acetylsalicylic acid (2% gr.)...... 162mg. PHENAPHEN with CODEINE PHOSPHATE 


Phenacetin (3 gr.) ° 3 Y% GR. (16.2 mg.) Phenaphen No. 2 
; 1 PHENAPHEN with CODEINE PHOSPHATE 
Phenobarbital (1 gr.)...........005. 16.2 mg. ie tA A eek Silicate was 


Hyoscyamine sulfate ................. 0.031mg. PHENAPHEN with CODEINE PHOSPHATE 

1 GR. (64.8 mg.) Phenaphen No. 4 
R. J.: N.Y. St. J. Med. 53:1867, 1953. Bottles of 100 and 500 capsules. 

A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA 


Making today’s medicines with integrity...seeking tomorrow’s with persistence. 


1. Meyers, G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 
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PROFESSIONAL LIABILITY 
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with proficient defense 
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Professional Protection Exclusively since 1899 


DETROIT OFFICE 
George A. Triplett, Richard K. Wind and George J. Haworth, Representatives 
2405 West McNichols Road Telephone UNiversity 2-8064 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
, TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 
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Wayne Clinic Day 
Reunion Set May 5 


Eight nationally-known experts in surgery, pathology and internal 
medicine will speak at the 93rd annual Clinic Day and Alumni Re- 
union of Wayne State University College of Medicine, Wednesday, 
May 3. 


The event will be held at the Hotel Pick-Fort Shelby in Detroit. 


The scientific program will be a memorial tribute to Drs. Osborne 
A. Brines, Charles G. Johnston and Gordon B. Myers. These men— 
all internationally-known educators and clinicians—died within a 
few weeks of each other in 1960. They were chiefs of the depart- 
ments of pathology, surgery and internal medicine at the school and 
Receiving Hospital for many years. 


Surgeons presenting papers will be: Champ Lyons, M.D., pro- 
fessor of surgery and chairman of the department, Medical College 
of Alabama; Rudolf J. Noer, M.D., professor and head, department 
of surgery, University of Louisville; Jonathan E. Rhoades, M.D., 
John Rhea Barton, Professor of Surgery, School of Medicine, Univer- 
sity of Pennsylvania. 


Pathology: Clyde Culbertson, M.D., Eli Lilly Company and E. R. 
Jennings, M.D., pathologist, Memorial Hospital, Long Beach, Calif. 


Internal Medicine: Ovid O. Meyer, M.D., professor and chairman, 
department of medicine, University of Wisconsin medical school; 
Wesley W. Spink, M.D., professor of medicine, University of Min- 
nesota Hospitals; Charles H. Brown, M.D., head, Department of 
Gastroenterology. 


Health Council Conference 
To Feature Dr. Annis 


Edward Annis, M.D., of Florida and a native of Michigan, will 
be the banquet speaker for the Michigan Health Council State 
Conference, May 23-25 at the Ballenger Fieldhouse of Flint Junior 
College. Doctor Annis will speak at the annual banquet on Wednes- 
day, May 24. 


The first day of the conference will be devoted to health careers. 
The main topics, scheduled for May 24, are community, school and 
rural health, and also health care of the aged. The Michigan 
Joint Council to Improve the Health Care of the Aged will conduct 
this part of the program. 


Emphasis May 25 will be on the Michigan State Medical So- 
ciety’s President’s Program. Developed this year by MSMS, it 
seeks to add five good years of life to the people of the State 
through various health programs. 


Harry A. Towsley, M.D., Ann Arbor, is general chairman of the 
conference. 
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Doctor, you can take 
at with you! 


THE BURDICK EK-II| DUAL-SPEED 
ELECTROCARDIOGRAPH 
® 2614 pounds light, including all acces- 


sories and carrying case! Ideal for 
office or bedside use 


@ 25 or 50 mm. speed — an accurate 
record for an accurate diagnosis 


® frequency response greatly in excess 
of minimum A.M.A. standards 


® top-loading paper drive climinates 
tedious paper-threading adjustments 


<> 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue 
Detroit 1, Michigan 
Telephone TEmple 1-6880 








Hospital Accreditation Standards 
Revised; Changes Explained 


The Board of the Joint Commission on Accredita- 
tion of Hospitals has adopted a revision of the Stand- 
ards for Hospital Accreditation. 

To be eligible for a survey for accreditation, the 
Commission requires that the hospital have at least 
twenty-five beds excluding bassinets, have been in 
operation for at least twelve months, and be accepted 
for listing by the American Hospital Association. 

The listing requirements of the American Hospital 
Association were amended in 1959 and the Board of 
Commissioners voted on September 17, 1960, that for 
a hospital to be eligible for a survey for accreditation, 
it be listed by the American Hospital Association 
according to its listing requirements of 1959. 


The significant changes in these requirements are: 


“Only doctors of medicine or doctors of osteopathy shall 
practice in hospitals listed by the American Hospital Associa- 
tion. (This requirement is not intended to eliminate dental 
and similar services from the hospital. Patients admitted for 
such services, however, must have an admission history and 
physical examination done by a physician on the staff of 
the hospital, and a physician on the staff of the hospital 
shall be responsible for the patient’s medical care throughout 
his stay.) 


“The hospital shall submit evidence of regular care of 
the patient by the attending physician and of general super- 
vision of the clinical work by doctors of medicine. 


“If doctors of osteopathy are practicing in the hospital, 
then, under the requirements for listing, the overall super- 
vision of clinical work must be under a doctor of medicine 
(as chief of staff and chief of department, if departmental- 
ized). There is no intention to divorce the attending physi- 
cian, either M.D. or D.O. from his patient, but the super- 
vision of the clinical activities of all practitioners must be 
conducted by a doctor of medicine.” 


“Decision—A Moment of Truth” 
TV Show Started by MAP 


“Decision—A Moment of Truth,” a new televised 
series produced by the Michigan Association of the 
Professions and the Michigan Health Council, was 
initiated over WJBK-TV (Channel 2), Detroit, Febru- 
ary 19. 

The program theme concerns the decisions that pro- 
fessional men must make in the pursuit of their en- 
deavors emphasizing that the decisions made by the 
professional people are the essence of their service 
to the public. 
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magnesium 3, 7-dimethyl-xanthine oleate 


INDICATIONS: 

Arteriosclerosis and its consequences: 
hypercholesteremia, atherosclerosis, cerebral sclerosis, 
xanthomatosis, etc. 


An effective aid for symptomatic treatment of arteriosclerosis. 
Athemol improves the circulation and well-being of the patient. 
Favorable response in patients with such symptoms as vertigo, mental 
confusion, chest pain, headaches, etc., often observed within a one or 
two-month period. 


DOSAGE: 
One or two tablets t.i.d. Available in tablets of 200 mg. each. Athemol is 
easily tolerated, and can be administered safely over a prolonged period. 


REFERENCES: 

(1) Buck, R. C.: Minerals of Normal and Arteriosclerotic Aortas, Arch. Path., 51, 
1951. (2) N. Ressler, et al.: Relation of Serum Stability to the Development of 
Arteriosclerosis, Amer. J. Clin. Path. vol. 24, 1954. (3) S. D. Jacobson, M.D., 
Wayne County General Hospital, Eloise, Michigan. To be published. (4) Prof. V 
Patzelt, Untersuchungen uber die Veranderunger der Bluteiweisz-Korper mit 
Mag. 3, 7-dimethyl-xanthine oleate, Klin. Med. 5, 11, 1956. (5) Dr. J. Skursky, 
Wiener Med. Wochenschrift, 1953, Nr 46, S. 886-887. (6) Eduard Keeser, M.D. 
and K. F. Benitz, M. D., Med. Klin. 1953 Nr. 15 


53) MEYER LABORATORIES 


Detroit, Michigan 





A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


At Last...New Cook Book Designed 














The Cook Bor hy { yf 


Glorious Katine for 
Meh Watcher 








Free to Physicians 


Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 





to Prevent Overweight 
Through Better Eating Habits 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. “The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 





Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oul is medically recommended for a cholesterol 
depressant regimen, poly-unsaturated Wesson is 
unsurpassed by any readily available brand. 














mended dietary allowances of the Food & Nutri- 
tion Board of the National Research Council. 


All menus provide the proper amount of protein, The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


Please send me my copy of ‘The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 
my patients. 





ADDRESS 
Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 


CITY, ZONE, STATE 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 











Pathology Comment 


These items are provided by the Michigan Pathological Society 


Phenylketonuria 


Compared with other areas of medicine, progress in 
the treatment of mental deficiency has been very slow. 
But the physician can now offer hope in the prevention 
of certain forms of mental deficiency through the de- 
tection, prevention, and treatment of phenylketonuria. 


Phenylketonuria is a metabolic disease that is the 
result of the body’s being unable to utilize the essential 
amino acid, phenylalanine. This is a recessive heredi- 
tary malfunction that is compensated in utero by 
the mother. Phenylalanine begins to build up and 
reaches critical levels in the blood at about two weeks 
after birth. About the same time, the phenylketonuria 
develops in the urine, emitting the characteristic musty 
or “horse stable” odor that led to the detection of 
disease twenty-five years ago in a Norwegian child 
by Doctor Folling. 

We now know that about one out of 70 people 
carry a recessive gene for this disease and about one 
out of every 20,000 children born have the disease. 
These facts indicate that all the siblings and cousins 
of known cases should be checked for the disease. 
Suspicion should be aroused by a family having other 
mentally deficient individuals and who have a very 
blond infant even blonder than his siblings, who may 
have an eczematous skin. Convulsions exist in 25 per 
cent of studied cases. The child usually exhibits, fair- 
ly early, the evidences of mental retardation and a 
bizarre type of behavior. The mental and behavior 
symptoms usually become more pronounced and less 
reversible with the age of the child. 


Early detection of this disease is most important. A 
simple inexpensive test on the urine of every newborn 
at two to six weeks of age and at four months, six 
months, and one year of age, should be done as routine 
by every physician concerned with suspected chil- 
dren. The testing solution of ferric chloride can be 
dropped on the wet diaper; a commercially prepared 
testing stick can be applied to the wet diaper, or a 
sample of urine can be tested during the office visit. 
The test is read by observing the color of the testing 
drop or the solution when it comes in contact with 
the urine. Directions for these tests and a color 
chart may be obtained upon request from the Michi- 
gan Department of Health or Richard Allen, M.D., 
Director, Mental Study Unit, University of Michigan 
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Medical Center, Ann Arbor. A diagnosis of PKU 
should not be made on a positive urine test alone. 
When a positive urine test is found, a sample of 6 ml. 
of whole blood is drawn under sterile conditions 
enough for 2 ml. of serum and sent to Doctor Allen’s 
laboratory for evaluation. A serum phenylalanine 
level of 20 to 60 mg. per cent is a usual level of PKU 
patients while a normal serum has a level of 1 to 3 
per cent phenylalanine. The blood serum should be 
kept cool or frozen and should be sent to the labora- 
tory early in the week to avoid remaining in the mails 
any longer than necessary. 


For the best service to the patient and to assist you, 
the physician, it is necessary to complete the record 
accompanying the serum. This information will enable 
the health department to give you more accurate evalu- 
ations, assist you in further casefinding of PKU. In 
view of the hereditary nature of PKU, the knowledge 
of recorded cases would furnish confirmatory data on 
all families and future cases. 


The management and treatment is hinged on early 
diagnosis and must be adapted to the age of the pa- 
tient. After the age of three years, little constructive 
improvement can be expected from present known 
regimen. The means of control and prevention of men- 
tal deficiency from PKU is that of a diet low in 
phenylalanine. This is accomplished in infants and 
small children mainly by special diet products avail- 
able in the form of powders to be mixed with water. 
These products contain amino acids minus phenyl- 
alanine plus fat, carbohydrates, minerals, and vitamins. 
As the child develops, low protein food supplements, 
extra iron, and vitamins are added to the diet. Phenyl- 
alanine is an essential amino acid and must be pro- 
vided for normal growth and development. This is 
provided from low protein foods in a supplement list. 
The diet must be continued through the growing years 
of the patient in order to prevent progress of the 
disease. 


Prognosis: Long-term results of treatment are not 
available due to limited time this disease has been un- 
der study. The prevention of mental retardation and 
improvement of existing cases when found early or 
before the child reaches three years of age is without 
question. There is a definite change in the child’s 
personality and behavior. There have been no definite 
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determinations on the length of time treatment should 
be continued. Indications and growth patterns of chil- 
dren would suggest continuing the treatment through 
childhood until further data is available. 


In summary, phenylketonuria is a hereditary disease 
that can be detected early in infancy by a simple urine 
test and measurement of phenylalanine in the blood 
serum. When diagnosed, the disease can be managed 
by diet with the improvement and arrest of symptoms. 
Through detection of cases, valuable information rela- 
tive to the families and their future children can serve 
to prevent further development of mentally deficient 
patients and a great savings of suffering and money to 
families and communities. 


Laboratories to Discontinue 
Standard Kahn Test 


The Division of Laboratories, Michigan Department 
of Health, will discontinue the performance of the 
Standard Kahn test for the serodiagnosis of syphilis 
on March 1, 1961. Effective this date, the routine test 
will be the VDRL slide test. The laboratories will con- 
tinue to perform quantitative tests on all sera reactive 
to the VDRL test, and RPCF Tests on all reactive or 


weakly reactive sera. 


The reports in the literature for the past few years 
and extensive preliminary testing in the Michigan De- 
partment of Health laboratories indicate that the 
VDRL test is slightly more specific in its reactivity 
and also slightly more sensitive. A decrease in the 
number of problems arising from premarital and pre- 
natal serologic testing is anticipated. 


The results of quantitative Kahn tests and quanti- 
tative VDRL tests are not strictly comparable. A 
number of the treated cases of syphilis may show a 
higher quantitative titer when tested by the VDRL 
method than had been previously found by the quan- 
titative Kahn test. Such a rise should not necessarily 
be interpreted as a serologic relapse. In the absence 
of clinical symptoms of relapse the tests should be re- 
peated in thirty to sixty days. 


Psychiatric Hospital Costs 


The average expenditure per day in 1958 for each patient 
in the nation’s federal psychiatric hospitals was $10.61. In 
the voluntary psychiatric hospitals, the average expense per 
patient day was $16.35; in the proprietary psychiatric hos- 
pitals, $17.66; and in the state and local governmental psy- 
chiatric hospitals, $4.11. The expenses in all these hospitals 
are higher than in 1957. 


April, 1961 
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DORNWAL?’ IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when administered at recommended dosages. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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BRIGHTON HOSPITAL 


A non-profit foundation 
FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid the addict in arresting his addiction. 


Brighton Hospital meets the standards 12851 East Grand River 

established by the Michigan State One block south of U.S. 16 at Kensington Road 
Board of Alcoholism and is recom- Brighton, Michigan 

mended by that Board. ACademy 7-1211 





oca-Cola, too, has its place 
in awellbalanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 
work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 
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COMMUNICA TIONS 


Mr. William J. Burns, 
Executive Director 

Michigan State Medical Society 
Dear Mr. Burns: 











We want to thank you for your really generous coopera 
tion in placing our AMEF ads in your journals and bulletins 
I do not believe there is a better way of promoting in 
terest in contributing to medical education than to remind 
the physician frequently that the schools are in real need 
of financial help, and certainly one of the most effective 
methods is through your journals 
Again, both personally and on behalf of the Board of 
Directors, please let me thank you 
Sincerely yours, 
Jay B. Outver, Acting Director 


Chicago, Jlinois Imerican Medical Education Foundation 


Report to MSMS Council 


The allegation in the newspapers that the White House 
Conference on Aging was “stacked” by the medical profes- 
sion was entirely unfounded 

The facts of the matter are that of the some 2,700 dele- 
gates, less than 10 per cent were physicians. Most of the 
physicians were assigned to the section which considered 
health and medical care for the aged. When we arrived at 
the conference, we learned that this section was prohibited 
from considering the matter of financing of medical care and 
this matter was only to be considered by the section on 
Income Maintenance. The Income Maintenance section was 
unique for the fact that each of its work groups had as an 
officer someone from the field of social work and a repre- 
sentative of a labor union. There was only one physician 
among the officers of all of the work groups in that area. 

It was clear to nie that the Conference was not “stacked” 
by medicine and from the appearance of things, it is my 
opinion that there was reason to believe that there was a 
built-in bias in favor of federal support of medical care for 
the aged through the social security tax system. 

I had anticipated that, by one means or another, the 
Conference would give an overwhelming approval to the 
social security approach to the medical care problem and 
therefore feel that the actual vote, being split to the point 
where a minority report from the Income Maintenance sec- 
tion was presented for the record, represents a token victory 
for medicine in its fight to protect the freedom of the 
American people. 

Although prohibited from doing so, the Health and Medi- 
cal Care section did consider the question of financing medi- 
cal care and there the vote was strongly against a social 
security type of financing but the report on this matter was 
not allowed to enter the record. 

The Michigan State Medical Society arranged for a break- 
fast meeting of physician delegates to the Conference on the 
morning of the first day. This meeting was characterized by 
a sense of free exchange of information and was notable for 
the lack of any attempts at pressure or influence. 

In my opinion, the Michigan State Medical Society ap- 
proached the problems of the White House Conference on 
Aging with tact, intelligence and effectiveness. 

C. J. Tupper, M.D. 
Assistant Dean 


Ann Arbor, Michigan University of Michigan 
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ELIMINATE 
INDIFFERENT 
PLATE BURNS kK 
IN ELECTROSURGERY! 


* THE NEW BIRTCHER SAFETRODE 


(TRADE MARK) 


NOW ...make burns by indifferent electrode 
during electrosurgery an impossibility. The 
Birtcher Safetrode is a large, flat condenser 
(25%” x 15%”, molded in autoclavable neo- 
prene) that matches the capacity of the patient’s 
body and induces energy into the patient. It 
completely eliminates the antiquated metal in- 
different plate which nurse and doctor must 
continually check for proper fit and contact — 
no need for messy jellies either. Simply place 
the Birtcher Safetrode on the operating table in 
a position approximating the trunk of the body 
with the usual sterile sheet draped over it. 
Safetrode does not depend on skin contact for 
proper functioning. Patient may be moved at 
will, in any position, with no reason for concern. 
Thoroughly tested and enthusiastically approved 
by surgical staffs of leading hospitals. Fits 
every make and model of electrosurgery ma- 
chine. Specify make and model when order- 
ing so proper cord tip can be fitted. Order a 
Birtcher Safetrode for every electrosurgical unit 
right now. STOP BURNS... STOP LAWSUITS! 


order a safetrode for every electrosurgical machine 
specify make and model when ordering 
so proper cord tip can be affixed 


PRICED AT $78.00 EACH 
and guaranteed by The Birtcher Corporation 


order today from 


NOBLE-BLACKMER, INC. 


801 BROWN STREET 
JACKSON, MICHIGAN 
Telephone ST 2-8149 
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aS CASY 


and EMKO BACKGROUND 


ESL Joseph Sunnen, an inventor and indus- 
trialist widely known for his philanthropic 
to use work, became concerned about the seri- 
ous economic problems caused by the 
asa high birth rate in Puerto Rico. There was 
an obvious need in that country for a 
fine contraceptive more acceptable to the 
people than the standard creams and 

cosmetic aie; 
He suggested combining a proven sper- 
micidal agent with an aerosol foam as 
a basic carrier. The resulting product, 
Emko Vaginal Foam, proved simple to 
use, free of greasiness, and economical. 


For the past three years, Emko has been 
made available in Puerto Rico through 
the Family Planning Association and the 
Government Department of Health. Ap- 
proximately 35,000 families are now 
using it. 

The success of Emko Vaginal Foam in 
Puerto Rico, and the support it has re- 
ceived from the many people who have 
visited there, led to the decision to make 
Emko available to doctors and their pa- 
tients in the United States. 





NOW YOU CAN 
PUT YOUR PATIENT'S MIND 
AT EASE...WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY « 7912 MANCHESTER AVE. * ST. LOUIS 17, MO. 








g approach to birth control 


] VAGINAL FOAM* 


...Using principles never before applied to contraceptives 


@THE FIRST AEROSOL FOAM! 


The volume of the material is expanded ten times to create A BLOCK OF FOAM. 


@THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this diaphragm-like function . . . without 
interfering with normal intercourse or reducing sensory contact. 


@A HIGHLY EFFECTIVE PROVEN SPERMICIDE 
EMKO Vaginal Foam contains the widely used and thoroughly proven sper- 
micide Nonyl phenoxy polyoxyethylene enthanol 8.0% and Benzethonium 
Chloride 0.2%. 
The total surface area of each bubble of foam contains this highly effective 
spermicidal combination. As the sperm attempts to penetrate the block of 
foam, its zig-zag course exposes it constantly to this very large contact area 
created by the bubbles. 
Thus, Emko Vaginal Foam assures maximum spermicidal exposure... with 
a minimum weight of material. 


© No douching...it vanishes after use © Absolutely no greasiness or “after-mess” 
No diaphragm... the foam does the blocking © No irritation for husband or wife 





MARGARET SANGER RESEARCH BUREAU/INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from one 
to 22 months by 362 patients, with a total of 12 unplanned preg- 
nancies. Seven of the pregnant patients admitted irregularity in 
the use of Emko. 


Two planned pregnancies had also occurred after stopping the 


use of Emko. A. J. SOBRERO, M.D. Research Director 


*Pat NO. 2,943,979, OTHER PATS. PEND, 











EDITORIAL OPINION 


What Kind of Federal Help Do 
Our Old People Want? 


Saturday Evening Post, March 11, 1961 


People have been growing old for as long as the 
human race can remember—not quite as old as most 
of us expect to become, by the grace of God and 
antibiotics, but old nevertheless. But now there is a 
widespread feeling that “the aged” have become a class 
for whose welfare younger people feel free to pre 
scribe. The things that young people think ought to 
interest old people are terrifying: Morris dancing, 
bingo, ‘discussion with others of the same age group,” 
basket weaving and adult education. Few of the pro- 
fessionals give much thought to the odd-ball senior 
citizen who prefers to work as long as they'll let him 
to participate in family and community activities with 
out worrying too much about his great age. 

This sort of thing aside, the gist of the problem of 
“our aging population” is financial. At the recent 
White House Conference on Aging, attention was con 
centrated on the sections which were assigned to dis 
cuss the cost of medical care and the best way to 
meet it. There was no need of a conference to make 
it clear that social workers, labor-union leaders, pro- 
fessors of social science and bureaucrats would tend 
to favor a Federal system of health insurance, whereas 
doctors, insurance executives, and economy-minded 
senators would be either against it or, at any rate, 
worried about it. And, of course, inasmuch as the 
Department of Health, Education and Welfare was 
putting on the show, it should have surprised nobody 
that the solution favored by HEW was the one 
favored by the conference. The surprise was that con 
siderable opposition, criticism and reluctance cropped 
up. 

Discussion of the financial problems of the aged, for 
example, was and is complicated by the variety of 
contradictory statistics presented on how the aged, sick 
or well, are doing as matters stand now. The Emory 
University survey, conducted under the direction of 
Professors Wiggins and Schoeck under a grant from 
the Foundation for Voluntary Welfare, indicated that 
a fair proportion of older people thought they were in 
good shape physically and weren’t too much concerned 
over their ability to pay ordinary medical bills. On 
the other hand, George Meany, president of AFL- 
CIO, declared that three-fifths of our old people are 
“forced to get along on less than $1000 a year.” 
Marion B. Folsom, former secretary of HEW, told 
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his section that “retired people now get along fairly 
well with their income from private savings, company 
pension plans and Social Security, as evidenced by the 
fact that only 15 per cent of people over sixty-five 
receive Old Age Assistance, and the percentage is 
much lower in some industrial states.” Mr. Folsom 
added, however, that, “a high percentage of older 
people do have difficulty in meeting the cost of 
medical care.” 

Aside from the increase in longevity, the high cost 
of housing and the greater activity of social workers, 
why has old age become so much more of a problem 
than it used to be? One answer was suggested at the 
White House Conference by Dr. Maurice E. Linden 
of the Philadelphia Department of Public Health. It 
was Doctor Linden’s contention that the tendency to 
make old age a “problem” is a manifestation “of the 
same underlying disease—family, cultural and social 
fragmentation and breakdown. . Historically the 
problems of life occurred in the outside world and 
were solved within the family, but today it would ap- 
pear that conflicts of living occur within the family 
and seek solution outside the family.” 

Thus what used to be intimate family problems be- 
come matters for the marriage counselor, the parole 
officer, the psychiatrist, the disciplinary school. Grand- 
father and grandmother, instead of enjoying an hon- 
ored position in the home, become a problem for “so- 
cial” solution. That children, as well as the state, have 
some responsibility for the care of their elders is gen- 
erally ignored. Indeed, a brochure issued by HEW 
suggests that parents now live so long that they can 
no longer expect to remain “a part of their younger 
relatives’ family.”” The idea of a statute of limitations 
on family loyalty is something new. 

Just the same, even those who look to Federal 
bureaucracy to take care of our old people feel bad 
about it. Governor Meyner of New Jersey, for ex- 
ample, declared that “few of our senior citizens are 
crying, ‘I am old, take care of me.’ Rather I believe 
they are saying, ‘Because of my age don’t discrim- 
inate against me. Don’t shut off employment oppor- 
tunities.’ ” 

Inflexible retirement plans were attacked by many 
delegates, although only Joseph Livingston, financial 
editor of the Philadelphia Bulletin, had the temerity 
to take the bull by the horns and urge the lifting of 
the earnings limitation for Social Security annuitants. 
The labor-union delegates, of whom there were 132, 
generally took the view that to do that would encour- 
age the employment of old people at “substandard 
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wages’—that is to say, wages which, while pre- 
sumably satisfactory to the recipient, might compete 
with union wage scales in certain sheltered trades. 
Nevertheless the growing idea that men and women 
are better off employed at something, as long as they 
are physically able to work, is an interesting shift 
from the earlier view that retirement was the be-all and 
end-all of a worker’s life experience. 

It can be argued that the Government itself, partly 
through its efforts to solve the problems of the needy, 
has contributed to the sorry plight in which some old 
people find themselves. For one thing, over the years 
Federal income tax has taken from our generation 
more than our fathers habitually saved. And, as Sen. 
Barry Goldwater of Arizona pointed out in an address 
at the conference, Government extravagance and deficit 
financing have created the inflation which cuts the 
buying power of pensions, Social Security annuities 
or other income available to old people. 

Mr. Meany estimated that the twenty-two dollars a 
month, which was the average Social Secruity pay- 
ment in 1940, would buy as much as forty-nine dol- 
lars would buy in 1959. Mr. Meany then proceeded 
to endorse “aid to education, assistance to distressed 
areas, loans and grants to communities for urban re- 
newal and essential facilities and a broad housing pro- 
gram”— a set of recommendations which could easily 
reduce the purchasing power of the current average 
Social Security check of eighty-three dollars still fur- 
ther! 

Inasmuch as it is admitted generally that indigence 
in old age by no means involves all old people, many 
question the good sense of firing a broadside at the 
whole aged population. The Kerr-Mills law now on 
the books attempts to confine the treatment to those 
who need it and to leave the administration of old- 
age medical care to the states, which are entitled to 
Federal grants if they adopt acceptable programs. 

Few at the White House Conference thought favor- 
ably of the Kerr-Mills bill. The reason was that under 
it state authorities must establish the individual’s need 
of aid before giving him any. To ask a man about 
to receive public money to show that he needs it is 
supposed to be an affront to his dignity and to make 
him a “second-class citizen.” Old-age health insurance, 
like Social Security, it is insisted, should be a “matter 
of right’ because the recipient has paid for it. 

Obviously this is an emotional rather than a realistic 
view because, actuarially speaking, the Social Security 
annuitant hasn’t paid for more than a fraction of 
what he gets. His employer had paid for half of it, 
and what does the boss get out of it “as a matter of 
right”? Perhaps he benefits by not having to provide 
such a generous pension system as he might other- 
wise be compelled to adopt, but that is another story. 
Even so, the financing of Social Security, being based 
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“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’”’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
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effects when ad istered at r ded dosages. 
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on calculated payments to people as they reach a 
given age or to their survivors, is calculable and man- 
ageable. But health insurance is another story. An 
attempt to cover chronic illness, mental illness, senility, 
complicated surgery and the host of minor seizures 
and ailments to which aging flesh is heir could be 
financially disastrous. A limited coverage, designed 
to be supplemented by private health insurance and 
local hospital plans, would appear to be the optimum 
solution. The current agitation has shaken the insur- 
ance companies out of their complacency, and several 
promising private plans have been announced. 

However, political pressures can be counted on to 
expand the coverage far beyond that contemplated at 
the beginning. If old people, why not youth, prospec- 
tive mothers, delinquent children, alcoholics? It is this 
expansionist tendency that should be worrying advo- 
cates of a universal, compulsory health-insurance sys- 
tem. 


Nation Needs Doctors 
Ypsilanti Daily Press, January 2, 1961 


Medicine today offers more opportunities and_re- 
wards than ever before. But the signs say that many 
young persons are failing to take advantage of them. 


OPINION 


This unhappy piece of intelligence comes from the 
American Medical Association. The number of appli- 
cants for admission to the nation’s 85 medical schools 
has been dropping. In 1947, for instance, nearly seven 
per cent of all college graduates’ made applications to 
these schools. In 1958, only four per cent did. There 
are known reasons why. The low birth rate of the 
°30’s is one. Also multiplying opportunities in other 
professional fields are believed to be diverting possible 
medical candidates. 

The pity of it is, as the AMA points out, that those 
who pass up medicine today are doing so at a time 
when it has become one of the most rapidly progress 
ing fields of all, offering maximum promise for a 
young man or woman. In 1940, medical research 
amounted to $45 million—the 1960 figure was roughly 
$600 million, and predictions for 1970 go as high as 
$3 billion. The demand for medical researchers in 
the future will be matched only by the opportunities. 

So far as the individual is concerned, the possible 
rewards are great, and the greatest by far is the doc- 
tor’s capacity to do so much good for so many 
people. All of us should want to leave the world a 
little better place because we passed through it. The 
M.D. degree offers one big way of doing that. 
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ANNUAL REPORT OF THE EDITOR 


January, 1961 


During the year 1960, THE JourRNAL of the Michigan 
State Medical Society completed Volume 59 and exactly 
700 issues. We published the regular twelve issues of 
Tue JourNAL comprising 1912 pages, and three supple- 
ments: (1) Roster of Committee Personnel (8 pages), 
(2) The Proceedings of the House of Delegates (76 
pages) and Annual Directory of Members (148 pages), 
making a grand total of 2144 pages. The first two 
supplements were part of the January number and the 
third was a supplement to the August number. This is 
a little smaller than the 1959 volume which had 2120 
pages plus 112 pages of Directory. This difference in 
volume is accounted for by the cutting down in the 
number of pages in the last several numbers because of 
a decrease of advertising. So far, we have lost twelve 
to fourteen pages of advertising with each issue. 


Tue JourNat, in 1960, has continued its policy of 
publishing as many scientific articles as possible, also 
socio-economic material, society affairs and reports, com- 
mittee work, and an editorial policy attempting to keep 
our members well informed of the actions of the Society, 
problems and the goals, plus allied information. During 
1960, as mentioned, we published three supplements. For 
this coming year, we have made arrangements for two 
special numbers which will be published and mailed 
separately from THE JourNAL. We believe this will 
avoid much of the delay in publication and will get the 
actual Journals out on time. This last year, The Pro- 
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big 
produced 


ceedings supplement made the January number so 
we had to break it into two parts—which 
considerable delay. The Directory number, which was 
part of the August issue, was not ready for mailing 
until three weeks after the August Journal was com- 
pleted. Next year that will not happen. In 1960, we 
have had 202 authors listed in our contributors of 
original articles; nine of those appeared twice. A rather 
large percentage of cur membership has contributed 
original articles to THe JourRNAL. Many others supplied 
committee reports, special reports, guest editorials, etc 
We have published 58 editorials and 29 editorial com- 
ments. We have published 22 “Heartbeats,” 16 legal 
opinions and 11 President’s Pages 


Following the program of many years, each number 
of THe JourNAL was devoted to some special interest 
of the medical profession or the Society, each with an 
appropriate cover. The January number was devoted 
to Congestive Heart Failure, with John G. Bielawski, 
M.D., and the Michigan Heart Association supplying 
most of the papers. February was devoted to Michigan 
Health Council and the Regional Health Conference of 
the AMA held in Grand Rapids. The March number 
was a memorial to L. Fernald Foster, M.D., Secretary 
to the State Medical Society for over 23 years and 
Honorary President-for-a-Day: his favorite portrait con- 
stituted the cover design. 


April, as for many years, was devoted to Cancer with 
Gerald S. Wilson, M.D., of Detroit, acting as co- 
ordinator and assembling much of the material. We owe 
much of the material and ideas for the May issue on 
Geriatrics and Aging to the efforts of S. E. Chapin, 
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M.D., of Dearborn; the cover depicted a Chinese symbol 
for longevity 


The June number for over a decade has been dedi- 
cated to Michigan Medical Service and this year we 
recognized its 20 years of service. G. Thomas McKean. 
M.D., and L. Gordon Goodrich helped to assemble this 
material. July announced the 1960 Annual Session and 
the cover was a photo of the 1959 House of Delegates 
in action. 


The Kalamazoo Academy was honored in August 
with Robert D. Warnke, M.D., assembling the material 
for us; the cover depicted Kalamazoo’s four hospitals 
and a picture of the famous business mall. The Septem- 
ber Journal was dedicated to Better Mental Health 
Through Medical Team Work, with Raymond W. 
Waggoner, M.D., of University Hospital, Ann Arbor, 
coordinating this issue of THe Journat. William L 
Lowrie, M.D., and Fred W. Whitehouse, M.D., of 
Detroit, took charge of assembling the material for the 
Diabetes number in October. The cover memorialized 
the “greats” in diabetes from Aretaeus to Newburgh 


The Publication Committee had planned to use 
November 1960 for an introduction of our new MSMS 
Headquarters in Lansing but delays in construction upset 
those plans. Since the heart group for some time 
desired to switch their month from January to Novem- 
ber, this was accomplished and Dr. Bielawski again 
assisted in collecting the material. For many years, 
December has been the announcement number for the 
Michigan Clinical Institute held in March, but that 
program was delayed. so we shifted it to January 1961 
and pushed up the Child Welfare and Mental Retarda- 
tion to the December number. Robert M. Heavenrich. 
M.D., of Saginaw, was helpful in selecting material fo 
this issue which also memorialized the White House 
Conference on Youth. 


Tue JournAts for the year 1961 have all been 
assigned: Michigan Clinical Institute, Medical Writing. 
Rheumatism and Arthritis, Cancer Control. Dedication 
of the New MSMS Building. Michigan Medical Service. 
Annual Session, Ophthalmology, Otolaryngology, Aging, 
Heart, Calhoun County Medical Society 


Tue JourNnaL, during the year 1960, completed its 
transformation and is materially different from its pre- 
vious form. The new format, layout, and_ technica! 
appearance have attracted the attention and compliments 
of many of our correspondents in other states. The 
Editor was invited and took part in the Conference of 
State Journal Editors in Lexington, Kentucky, where he 
participated in the program. He also attended the 
Annual Conference of the American Medical Writers 
Association in Chicago. It has been a challenge and a 
pleasure to work with the Publication Committee and 
with The Council in producing the 1960 volume of Tx: 
Journat. We are proud and thankul in presenting it 
to you 

Respectfully submitted, 
Wicrrip HavuGcuey, M.D. 
Editor 


Addendum 


The quality of any publication is the sum of man) 
factors. These all ultimately resolve thems 4 es back to 
the competence and acumen of the editor. Michigan 
has maintained over the years the outstanding State 
Medical Society Journal. The Publication Committee 
and Editorial Board take the occasion of the Editor’ 
Annual Report to thank Wilfrid Haughey, M.D., in the 
name of the Society, for having acquired and main- 
tained this distinction for Michigan medicine. 

This addition to the Editor's Annual Report was 
approved by the MSMS Publications Committee and 


The Council at its January meeting. 
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BOOST STUDENT FUND 
DeWITT T. BURTON, M.D., Detroit, was honored recently at a 


testimonial dinner honoring the Detroit physician for his contribu- 
tions to medicine and education. Proceeds from the Cobo Hall din- 
ner went to a scholarship fund for African students. Doctor Burton, 
who was instrumental in organizing the fund, is a member of the 
Wayne State University Board of Governors and has been a leader 
in several civic, medical and educational organizations. 


* * * 


RECEIVES CIVIC AWARD—Kenneth W. Carman, M.D., of 
Garden City, was selected as the “Outstanding Young Man for 1960” 
by the Garden City Junior Chamber of Commerce. Doctor Carman 
is a member of the Garden City Board of Education, the Mayor’s 
Committee for Fluoride Treatment, and other community groups. 


* * a 


BOOK RELEASED—A book by John M. Dorsey, M.D., Detroit, 
has been published by the University of Virginia Press. The edition, 
“The Jefferson-Dunglison Letters” represent an exchange between 
President Jefferson and his physician Robley Dunglison, M.D. The 
chapter, entitled, “Jefferson, His Own Physician,” is especially re- 
vealing. 


U-M RANKS HIGH—A study by the Association of American 
Medical Colleges reveals that the University of Michigan ranks sixth 
in the nation in the number of graduates who are full-time teachers 
in U. S. medical schools. Ahead of the U-M were Harvard, Johns 
Hopkins, Pennsylvania, Columbia and the University of Chicago. 


CITY COUNCIL MEMBER—Rene St. Louis, M.D., River Rouge, 


has been appointed to the River Rouge City Council. 


LEADS CHICAGO MEETING—Ralph S. Green, M.D., Roch- 
ester, was program chairman for the recent annual meeting of the 
Central Neuropsychiatric Hospital Association in Chicago. He also 
serves as secretary-treasurer of the Association. 


STEP UP U-M SCHEDULE—The University of Michigan Medical 
School has adopted a 12-month schedule for junior medical students, 
and modified the curriculum for juniors and seniors. Dean William 
N. Hubbard, Jr., M.D., explains that immediately following the 
sophomore year, a student will begin serving as an active member 
of a health team under the close supervision of faculty physicians. 
His clinical instruction will be oriented about the welfare of the 
individual patient, and formal lectures will be reduced to one hour 
a day. Students will spend 60 to 90 days in each field of clinical 
medicine. 
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The most significant 
advance in analgesics 
since the isolation of 


morphine in 18O5 


Remarkable effectiveness 


and greater freedom 

from side reactions 

in the widest range 
of clinical applications 


FOR PAIN 


NUMORPHAN' 


BRAND OF OXYMORPHONE, ENDO 


clinically tested for 5 years/evalu- 
ated in 120 U.S. hospitals/over a 
<< quarter of a million doses given/ 
PAIN RELIEF, More than 25,000 patients treated 


SUPPLIED: 
Vials: 10 cc., singly and in boxes of three. 
Ampuls: 1 cc. and 2 cc., in boxes of 12 and 100. 


(Each cc. of NUMORPHAN®* contains 1.5 mg. 
oxymorphone as the hydrochloride. ) 


Suppositories: 2 mg. and 5 mg., in boxes of 6. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 


IMPORTANT PANEL—John S. DeTar, M.D., Milan, 
former president of the American Academy of General Prac- 
tice, will moderate an important panel at the AAGP as- 
sembly at Miami Beach April 17-20. The panel on “Economics 
of Medicine—Today and Tomorrow” will include Walter 
Reuther, E. Vincent Askey, M.D., and others. 


+ * * 


HEAR AUTHOR—Alfred H. Stanton, M.D., Waverley, 
Massachusetts, author of “The Mental Hospital,” presented 
a paper on “The Acting Out Patient” in Detroit March 11. 
He was the seventh speaker in a series sponsored by The 


Haven Sanitarium, Rochester. 
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VISITS JAPAN—Thomas Francis, Jr., Ann Arbor, has 
been in Japan for the National Academy of Sciences and the 
National Research Council to consult with the staff of the 
Atomic Bomb Casualty Commission 


* * * 


TO FINANCE BOOK—tThe McGregor Fund, Detroit, 
has provided a $10,000 grant to Wayne State University 
Press to subsidize the publication of “Occupational Health 
in America.” The authors are Alfred H. Whittaker, M.D., 
and Henry B. Selleck, also of Detroit. 


* * * 


HONORED—E. C. Swanson, M.D., Vassar, Secretary 
to the Michigan State Board of Registration in Medicine, was 
elected recently as Vice President of the Federation of Medi- 
cal Boards of the United States of America, at its annual 
meeting in Chicago 


* * * 


HEAD SKI GROUP—trThree Sault Ste. Marie doctors 
of medicine were elected officers at the recent formation meet- 
ing of the Canadian-American Medical Ski Association at 
Mission Hill. H. R. Allott, M.D., was elected president; D. D. 
Finlayson, M.D., vice president, and Tony J. Trapasso, M.D., 
secretary-treasurer, 


ee ee 


NEW U-M CHAIRMAN—Walter P. Work, M.D., of 
the University of California School of Medicine, San Fran- 
cisco, has been named chairman of the Department of 
Otolaryngology at The University of Michigan Medical 
School. The appointment will bring Dr. Work back to the 
University after a 20-year absence. 

As chairman, Dr. Work will succeed the late James H 
Maxwell, M.D. A. C. Furstenberg, M.D., dean emeritus of 


the Medical School, has been serving as acting chairman 


. ” * 


OFFER GRAD ASSISTANTSHIPS—Graduate assist- 
antships for masters and doctoral students in microbiology 
will be offered at Wayne State University’s College of 
Medicine beginning in September 

The stipend for graduate assistantships ranges from $2,000 
to $3,000 for 12 months with tuition paid. 

For applications and information write Department of 
Microbiology, Wayne State University, College of Medicine, 
1401 Rivard, Detroit 7. 
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PLACEMENTS—M._D. locations in Michigan in Decem- 


ber, January and February as recorded by the Michigan 
Health Council: 
Placed by Michigan Health Council—Marcus B. Sheffer, 
M.D., in Owosso, and Luke Sheng, M.D., in Brighton. 
Assisted by Michigan Health Council—James A. Kiley, 
M.D., Manistee; Maurice H. Chapin, M.D., Millington; Al- 
fred E. Neuffer, M.D., Mt. Pleasant, and L. A. Ginnebaugh, 


BRIEFS 


Thirty-Second Annual Meeting of Aerospace Medical As- 
sociation, April 24-26, 1961, Chicago. Willion J. Kennard, 
M.D., c/o Washington National Airport, Washington, D. C., 
Secretary-Treasurer. 

American Association for Thoracic Surgery, April 24-26, 
1961, Sheraton Hotel, Philadelphia, Pa. Hiram T. Langston, 
M.D., 308 Carondelet Bldg., 7730 Carondelet Ave., St. Louis 
5, Secretary 


M.D., Fort Custer (State Home & Training School) American Pediatric Society, May 2-3, 1961, Hotel Traymore, 
Atlantic City, Conrad M. Riley, Denver General Hospital, 
Denver 4, Secretary. 


MEDICAL MEETINGS USA 


Muskegon Committee on Trauma, (Michigan Regional 


Student American Medical Association, Congress, May 3-7, 
1961, Chicago. Russell F. Staudacher, 430 N. Michigan Ave., 


é ; ; , Chicago 11, Executive Director. 
Meeting, American College of Surgeons), April 12, Hackley 8 , er 


Symposium on Hypertension, Hahnemann Medical College, 
May 4-7, 1961, Philadelphia, Pa. Consult Albert N. Brest, 
M.D., 230 North Broad. 


Memorial Hospital—Emil J. Lauretti, M.D., Chairman. 
American Academy of General Practice, April 13-20, 1961, 
Miami Beach, Fla. Mac F. Cahal, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Director. American Society of Internal Medicine, May 5-7, 1961, 
Eden Roc Hotel, Miami Beach, Fla. G. Tod Bates, 350 Post 


St., San Francisco 8, Executive Director 


Fifth Post-Graduate Course on Fractures and Other Trauma 
sponsored by the Chicago Committee on Trauma of the 
American Colles of Surgeons, April 19-22, 1961, John B American College of Physicians, May 8-12, 1961, Americana 
Murphy Memorial Auditorium, 50 East Erie Street, Chicago Hotel, Miami Beach, Fla. Edward C. Rosenow, Jr., M.D., 


J . - . ° 9 ) > hi > j “yer ive ire 
American College of Obstetricians and Gynecologists, April 4200 Pine St., Philadelphia 4, Executive Director. 


21-28, 1961, Americana Hotel, Miami Beach, Fla. Donald F American Psychiatric Association, May 8-12, 1961, Morrison 
Richardson, 79 W. Monroe St., Chicago 3, Ill, Executive Hotel, Chicago. C. H. Hardin Branch, M.D., 156 Westminster 
Secretary Ave., Salt Lake City 15, Utah, Secretary 
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RAL therapy in diaper rash! 


Effective therapy! Thousands of pediatricians and 
general practitioners prescribe Pedameth for am- 
monia dermatitis — and they continue to prescribe 
it. Clinical tests have proved its effectiveness. 
Pedameth is safe because it contains only dl- 
methionine (0.2 Gm.) one of the essential amino 
acids. When Pedameth is administered, the pH of 
the urine is lowered and an as-yet-unknown anti- 
bacterial agent appears in the urine. Pedameth 
works... it’s the safe, effective, convenient 
answer to ammoniacal diaper rash. 


Convenient...simply open a 
capsule and add the contents 
to the baby’s daily formula, or 
to fruit juice or water. No 
lotions...no rinses...no 


ointments... just oral therapy. Prescribe 


PEDAMETH 


(dl-methionine DURST) 


Send for samples _ 
and literature. 


| §.F. DURST & CO.,INC. 
Philadelphia 20, Pa. 
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Conveniently Located 
in Grand Rapids 


¢ Hospital Equipment 

¢ Pharmaceuticals 

* Office Equipment 

* Physicians’ Supplies 

° Trusses 

¢ Surgical Garments 

¢ Physiotherapy Equipment 


MEDICAL ARTS 
SUPPLY COMPANY 


311 State Street, S.E. Phone GL 9-9413 


PHARMACY 


20-24 Sheldon, S.E. Phone GL 6-9661 


DRIVE-UP PHARMACY 
311 State Street, S.E. Phone GL 39-8294 
Grand Rapids, Michigan 





International College of Surgeons, North American Feder- 
ation Congress, May 15-18, 1961, Palmer House, Chicago. 
Horace E. Turner, M.D., 1516 Lake Shore Drive, Chicago, 
Secretary General. 

American College of Cardiology, Inc., May 16-20, 1961, 
Biltmore Hotel, Philip Reichert, M.D., 350 Fifth Ave., Empire 
State Bldg., New York 1, Executive Director. 

American Association of Plastic Surgeons (members and 
guests), May 17-19, 1961, Commodore Hotel, New York 
City. Thomas D. Cronin, M.D., 6615 Travis St., Houston 
25, Texas, Executive Secretary. 

American Orthopaedic Association (members and guests), 
May 22-25, 1961, The Ahwahnee, Yosemite, Calif., Lee Ram- 
say Straub, M.D., 535 E. 70th St., New York 21, Secretary. 

American Urological Association, Inc., May 22-25, 1961, 
Biltmore Hotel, Los Angeles. William P. Didusch, 1120 N. 
Charles St., Baltimore 1, Executive Secretary. 

National Tuberculosis Association, May 22-25, 1961, Neth- 
erland-Hilton, Cincinnati. James G. Stone, 1790 Broadway, 
New York 19, Executive Secretary. 

American Otological Society, Inc., May 26-27, 1961, Lake 
Placid Club, Essex County, N. Y. James A. Moore, M.D., 
525 E. 68th St., New York 21, Secretary-Treasurer. 

American Gynecological Society, May 29-31, 1961, The 
Broadmoor, Colorado Springs, Colo. Albert H. Aldridge, M.D., 
899 Park Ave., New York 21, President. 

American Neurological Association, June 12-14, 1961, Hotel 
Claridge, Atlantic City. Melvin D. Yahr, M.D., Neurological 
Institute, 710 W. 168th St., New York 32, Executive Secretary. 

American Dermatological Association, Inc. (members only), 
June 16-20, 1961, Castle Harbour Hotel, Tucker's Town, 
Bermuda. Wiley M. Sams, M.D., 25 S.E. Second Ave., Miami 
32, Fla., Secretary. 

American Proctologic Society, June 21-24, 1961, Pittsburgh 
Hilton Hotel, Pittsburgh. Norman D. Nigro, M.D., 10 Peter- 
boro St., Detroit, Secretary. 

American Rheumatism Association, June 22-23, 1961, Hotel 
Roosevelt, New York City. Gerard W. Speyer, 10 Columbus 
Circle, New York 19, Executive Secretary. 

American Geriatrics Society, June 22-23, 1961, New York 
City. Richard J. Kraemer, M.D., 2907 Post Rd., Greenwood, 
Warwick, R. I. 

American College of Chest Physicians, June 22-26, 1961, 
Hotel Commodore, New York City. Murray Kornfeld, 112 
E. Chestnut St., Chicago, Executive Director. 

American Diabetes Association, Inc., June 24-25, 1961, 
Commodore Hotel, New York City. J. Richard Connelly, 
M.D., 1 E. 45th St., New York 17, Executive Secretary. 

American Medical Association Annual Meeting, June 25-30, 
1961, New York City. 


DON'T FORGET 


The Annual Meeting of the AMERICAN MEDICAL AS- 
SOCIATION, The Coliseum, New York, June 25-30, 1961. 
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Wichigan pbuthonrs 


Melvin L. Selzer, M.D., Ann Arbor, “Automobile Ac- 
cidents and the Alcoholic Personality: An Unrecognized 
Dilemma,” Michigan State Bar Journal, November, 1960. 


Marcus H. Sugarman, M.D., Oscar Bigman, M.D., 
and Thadeus L. Jarkowski, M.D., Detroit, “Whipple's 
Disease, Report of a Case in a Negro Woman Diagnosed by 
Transoral Jejunal Biopsy,” Journal American Medical Asso- 
ciation, December 31, 1960. 


Milton W. White, M.D., Waldemar Palutke, B.S., 
and James M. Orten, Ph.D., Detroit, “Tissue Factors and 
Resistance to Carcinoma,” The Journal of the -Iuternational 
College of Surgeons, January, 1961. 


Harry C. Saltzstein, M.D., Detroit, “Comments on the 
Fourth (1960) National Cancer Conference,” Harper Hospi- 
tal Bulletin, November-December, 1960. 


R. E. Reinhard, M.D., and A. R. W. Climie, M.D., 
Detroit, “Testicular Tumors—The Harper Hospital Experi- 
ence, 1947-1959,” Harper Hospital Bulletin, November-Decem- 
ber, 1960. 


Harold M. Frost, M.D., Detroit, “Crossed-Pin Technique 
in Management of Complex Tibial Fractures” and “Introduc- 
tion to Joint Biomechanics,” Henry Ford Hospital Medical 


Bulletin, December, 1960. 


John H. Wylie, Jr., M.D., Detroit, “Acute Chole- 
cystitis in Children,’ Henry Ford Hospital Medical Bulletin 
December, 1960. 


J. H. Shaffer, M.D., L. L. Diiella, M.D., and J. A. 
Marvel, M.D., Detroit, “Bronchial Asthma in Adults,” 
Journal American Medical Association, December 3, 1960 


J. K. Ormond, M.D., Pontiac, “Idiopathic Retroperi- 
toneal Fibrosis,” Journal American Medical Association, No- 


vember 19, 1960 


Robert Rapp, M.D., John G. Weeks, M.D., and 
Robert E. Hodges, M.D., Ann Arbor, “Renal Artery 
Opacification During Intravenous Pyelography,”’ University 
of Michigan Medical Bulletin, September, 1960 


William J. Mersch, M.D., and Melvin A. Block, 
M.D., Detroit, “Intussusception Following Intestinal Intuba- 
tion,” Archives of Surgery, December, 1960. 


Samuel J. Levin, M.D., Detroit, “Hyposensitization— 
Seasonal Rhinitis,’ Connecticut Medicine, December, 1960. 


R. V. August, M.D., Muskegon Heights, “Hallucina- 
tory Experiences Utilized for Obstetric Hypoanesthesia,” 
American Journal of Clinical Hypnosis, October, 1960 


George J. Curry, M.D., Flint, “Responsibility to the 
Injured,” Journal Medical Association of Georgia January, 
1961. 
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Martin Feldstein, M.D., Detroit, “Ocular Surgery in 
the Aged,” Clinical Medicine, January, 1961. 


Albert J. Macksood, M.D., Roger F. Smith, M.D., 
Richard B. Marshall, M.D., and Robert C. Horn, 
M.D., Detroit, “Warthin’s Tumor of the Parotid Gland,” 
Henry Ford Hospital Medical Bulletin, December, 1960. 


Thomas Gahagan, M.D., Detroit, “The Trendelenburg 
Operation: Pulmonary Artery Embolectomy,” Henry Ford 
Hospital Medical Bulletin, December, 1960 


Alex P. Kelly, Jr., M.D., Detroit, “The Injection of 
Noxious Materials into the Hand,” Henry Ford Hospital 
Medical Bulletin, December, 1960. 


Roger F. Smith, M.D., and D. Emerick Szilagyi, 
M.D., Detroit, “Healing Complications with Plastic Arterial 
Implants,” Archives of Surgery, January, 1961 


Seward E. Miller, M.D., Ann Arbor, “New Concepts 


of Industrial Dust Diseases,’ Industrial Medicine and Sur- 


gery, January, 1961 


K. R. Magee, M.D., and R. D. DeJong, M.D., Ann 
Arbor, “Paralytic Brachial Neuritis,” Journal American Medi- 
cal Association, November 5, 1960. 


George D. Zuidema, M.D., Ann Arbor, “Surgical 
Management of Superior Mesenteric Arterial Emboli,” 
Irchives of Surgery February, 1961 


Joseph Beninson, M.D., and Dwight C. Ensign, 
M.D., Detroit, “Leg Ulcers in Rheumatoid Arthritis,” Jour- 
nal American Medical Association, February 11, 1961 


Leonard F. Bender, M.D., and James W. Rae, Jr., 
M.D., Ann Arbor, “Modified Shoulder Saddle Harness for 
Upper Extremity Prostheses,” Archives of Physical Medicine 
and Rehabilitation, February, 1961. 


J. Edward Berk, M.D., Detroit, “Some Critical Thoughts 
on the Evaluation of Antacids in the Treatment of Peptic 
Ulcer,” Current Therapeutic Research, February, 1961 


H. U. Waggener, M.D., Denver, and James A. Fer- 
guson, M.D., Grand Rapids, “Total Colonoscopy and Polyps 
of the Colon,” Rocky Mountain Medical Journal, February, 
1961 


Mary E. Clifford, M.D., and Park W. Willis, Ill, 
M.D., Ann Arbor, “Sound in Cardiac Diagnosis,” University 
of Michigan Medical Bulletin, November, 1960 


Frank Whitehouse, Jr., M.D., Arthur G. Johnson, 
Ph.D., and Leighton N. L. Kong, Med. ‘61, “Increased 
Survival of Mice Challenged with Ehrlich Ascites Tumor 
Following Immunization with Tumor plus Endotoxin,” Uni- 
versity of Michigan Medical Bulletin, November, 1960. 
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IN MEMORIAM 


PHILIP D. BOURLAND, M.D., eighty-seven, Calumet 
physician, died January 30, 1961. 

Doctor Bourland was born in Peoria, Illinois, and was 
graduated from Peoria High School. He was graduated from 
the University of Michigan in 1895 with a degree in chem- 
istry and worked as an analytical chemist before returning 
to the University of Michigan to study medicine. He re- 
ceived his M.D. degree there in 1899 

Following internship at Calumet in 1899, he practiced in 
Lake Linden until 1922, when he was transferred to Calumet 
as chief of the medical staff for the Calumet and Hecla 
Mining Company. He held that position until his retirement 
in 1946 

Doctor Bourland was a life member of the Michigan State 
Medical Society 


FRANK V. CARNEY, M.D., seventy-five, St. Clair 
physician and mayor, died January 20, 1961 

Doctor Carney was serving his fifteenth term as mayor 
of St. Clair 

He was a long-time member of the State Bridge Commis- 
sion, and a member of the St. Clair County Coordinating 
Zoning Commission. He also served 10 years as a St. Clair 
city councilman, 24 years as a school board member, and 
five years as a member of the County Board of Supervisors 
He was on the staffs of St. Clair Community Hospital, Port 
Huron Hospital and Mercy Hospital, Port Huron 


RALPH G. FERRIS, M.D., sixty-seven, Birmingham 
physician, died January 29, 1961 

Doctor Ferris was a Navy lieutenant in World War | 
and was graduated from the Detroit College of Medicine 
and Surgery. He started his practice as an eye, ear and 
throat doctor in Birmingham in 1925 


JAMES C. GIBSON, M.D., ninety-one, retired Mil- 
ford physician, died February 15, 1961. 
Doctor Gibson received his doctor of medicine degree from 


Queen’s University Faculty of Medicine, Kingston, Ontario, 


in 1892, and was licensed to practice medicine in Michigan 
in 1900. 

He was a life member of the Michigan State Medical So- 
ciety. 


JEROME T. JEROME, M.D., sixty-one, nationally. 
known orthopedic surgeon of Traverse City, died January 
30, 1961. 

Born in Detroit, Doctor Jerome attended Hillsdale College 
and the University of Michigan, receiving his M.D. from the 
U-M. He served his internship at University Hospital, Ann 
Arbor, and later attended the University of Chicago where 
he received specialized training in orthopedic surgery. He 
was resident in orthopedic surgery at Herman Kiefer Hos- 
pital, Detroit, for one year, after which he was associated 
with the Jackson Clinic in Madison, Wisconsin, for three 
years. He established practice in Traverse City in 1938. 

Doctor Jerome was a member of the American College of 
Surgeons, Clinical Orthopedic Society, and a diplomate of 
the American Board of Orthopedic Surgery 


MICHAEL R. MURPHY, M.D., fifty-six, Cadillac 
practitioner since 1932, died February 14, 1961. 

Born at Marshall, Indiana, Doctor Murphy later moved 
to Grand Rapids, graduating from Catholic Central High 
School. He attended Loyola University at Chicago and did 
his graduate work at the University of Pennsylvania and the 
University of Michigan. He was accepted for fellowship in 
the American College of Surgeons in 1948. He served as a 
captain in the Medical Corps during World War II after re- 
ceiving his commission in the reserve corps in 1934. In 
1955 he served as president of the Public Health and Anti- 
Tuberculosis Society. 

He was named to the MSMS House of Delegates in 1950. 


EARLE E. SCHUMACHER, JR., M.D., thirty-five, 


Grand Rapids internist and cardiologist, died February 7, 
1961, 
A native of Maplewood, N. J., Doctor Schumacher gradu- 





Medical Staff 

Robert J. Bahra, M.D. 
Dean P. Carron, M.D. 
Francis M. Daignault, M.D. 


Gordon C. Dieterich, M.D. 
Stuart M. Gould, Jr., M.D. 
Leonard E. Himiler, M.D. 
Stepnen C. Mason, M.D. 





Established 1924 


MERCYWOOD SANITARIUM 


Conducted by Sisters of Mercy 


Treatment for Emotional and Mental Disorders 


JACKSON ROAD 
ANN ARBOR, MICHIGAN 
NOrmandy 3-857) 
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IN MEMORIAM 


ated from the University of Michigan Medical School in 
1949. He practiced at Detroit and Chicago before moving 
to Grand Rapids eight years ago. He was on the staff of 
Butterworth Hospital there. He was a Fellow of the Ameri- 
can College of Internists. 


ROGER V. WALKER, M.D., 
sixty-five, longtime member of the 
MSMS legal affairs committee and 
prominent surgeon and Detroit Board 
of Health Commissioner, died Febru- 
ary 24 in Detroit. 

A native of Detroit, he was gradu- 
ated from the University of Michigan 
and the Wayne University College of 
Medicine in 1919. He began his prac- 
tice in Detroit that year. He served 

eee 0 en sae as a lieutenant in the Army Medical 
Corps during World War I. 

Former professor of clinical surgery at WSU College of 
Medicine, Doctor Walker was chief of staff at Providence 
Hospital, was chief of staff of Wayne County General Hos- 
pital and was president of the Detroit Board of Health. At 
the time of his death, he was an attending surgeon at De- 
troit Memorial Hospital and consultant in surgery at Wayne 
General. 

Active in many medical organizations, he was secretary 
of the Academy of Surgery of Detroit from 1929 to 1944 
and president in 1945 and 1946. 


DOUGLAS J. WATSON, M.D., forty-eight, Detroit 
surgeon for 22 years, died February 10, 1961. 

Doctor Watson was on the staffs of Mt. Carmel and Oak- 
wood Hospitals and was a member of the Detroit Surgical 


Society 





Next MSMS Directory 
to be Published in ’62 


As an economy measure, The MSMS Coun- 
cil has decided that the Directory of MSMS 
Members should be published every second year, 


rather than annually. 


The last MSMS Directory was distributed to 
members in August, 1960, and the next will be 
published in 1962. Supplementary lists are 
planned for interval publication in JMSMS to 


provide names of NEW members. 





Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


Att PHYSICIANS 
SURGEONS 


DENTISTS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent fo you FREE 
upon request. 











Laboratory Examinations 


Vissue Diagnosis 


Allergy Tests 
Autopsies 


Hematology 


Papanicolaou Stain 
Bacteriology 
Basal Metabolism 


Chemistry 


Pregnancy Tests 
Protein Bound lodine 


Electrocardiograms Urinalysis 


Serology—Kahn and Wassermann 


CENTRAL LABORATORY 


Oliver W. Lohr, M.D., Director 
537 Millard Street 
Saginaw, Michigan 

PHONE: Pleasant 2-4100 
2-4109 
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The Doctor's Library 


Acknowledgments of all books received will be made in this 
column, and this will be deemed by us as full compensation 
to those sending them. A selection will be made for review, 
as expedient. 








SYNOPSIS OF PATHOLOGY. By W. A. D. Anderson, M.A., 
M.D., F.A.C.P., F.C.A.P., Professor of Pathology, University 
of Miami School of Medicine; Director of Pathology Lab- 
oratories, Jackson Memorial Hospital, Miami, Florida. 414 
text illustrations and 4 color plates. Fifth edition. St. Louis: 
C. V. Mosby Company, 1960. Price, $9.25. 


This is the fifth edition of this popular, concise, compre- 
hensive review of pathology. Again, the accent remains on 
condensation and a basic presentation of the subject minus 
the myriad of detail exacted of the larger standard texts 
All chapters have been subjected to revision. However, the 
changing pattern of disease has necessitated new accent on 
oncology, newly recognized diseases and syndromes, recent 
significant research achievements and a new perspective on 
the hypersensitivity diseases. 

This, of course, is no replacement for the larger classical 
texts. However, as a useful, ready reference for the prac- 
ticing physician, it is exceedingly beneficial. 

J.G.G 


JEFFERSON-DUNGLISON CORRESPONDENCE. By John 
Dorsey. Charlottesville, Va.: University of Virginia Press, 
1960. Price, $5.00 


Lovers of books, lovers of unusual and intriguing history 
will be most happy with John M. Dorsey’s book. Thomas 
Jefferson wrote letters of various import to his physician at 
a time when he was director of the University of Virginia 


then being established. It describes travails, the problems, 


the frustrations in getting together materials and teachers to 
establish a medical school in Charlottesville, Virginia. 

The long process included buying books and laboratory 
materials including skeletons for the use of the students. He 
also describes his own symptoms and consults his physician 
by mail as well as personally. The doctor visiting him at 
his house, and the doctor’s letters of reply are enclosed. 
It is a most interesting book that one cannot lay down until 
he finishes it. We congratulate Doctor Dorsey on a wonder- 


ful job 


GENERAL ANESTHESIA. Edited by Frankis T. Evans, M.B., 
B.S., F.F.A.R.C.S., D.A., Anesthetist, St. Bartholomew’s Hos- 
pital, St. Mark’s Hospital for Rectal Disease, and Royal 
Masonic Hospital, London and Cecil Gray, M.D., F.F.A.R.- 
C.S., D.A., Professor of Anesthesia, University of Liver- 
pool. Volume I, Basic Principles; Volume 2, Techniques, 
Special Fields and Hazards. London: Butterworth & Co. 
(Publishers) Ltd., 1959, 


This is a textbook of anesthesia in two volumes, designed 
for use by postgraduate students whose study in the past 
has been confined, of necessity, to a series of excellent 
monographs. Volume I concerns itself with the advanced 
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basic anatomy and physiology of the cardiorespiratory sys- 
tem as well as to the pharmacology of volatile, gaseous and 
intravenous anesthetics. In addition, a thorough considera- 
tion of pre-anesthetic medication, the muscular relaxants, 
blood transfusion and fluid therapy are viewed. 

Volume II deals with special anesthetic problems in the 
various surgical sub-specialties. The principles in manage- 
ment of anesthesia in the face of concurrent medical disease 
are also treated. 

The books are clearly illustrated, cogent, concise and easily 
read; certainly, an essential reference text for those who 
bear responsibility in anesthesic administration. 

J.G.G 


SARDIAC EMERGENCIES AND RELATED DISORDERS. 
Their Mechanism, Recognition and Management. By Har- 
old D. Levine, M.D., Senior Associate in Medicine, Peter 
Bent Brigham Hospital, Boston, Mass.; Assistant Clinical 
Professor of Medicine, Harvard Medical School. New York: 
Landsberger Medical Books, Inc., 1960. Price, $12.00. 


This is an excellent monograph on the subject of Cardiac 
Emergencies presenting practical, detailed discussions of their 
management and clinical recognition in an easily assimilable 
form. As the Preface states, it represents an outgrowth of 
a series of seminars given to fourth-year Harvard students, 
over a period of the last fifteen years, at the Peter Bent 
Brigham Hospital. 

This is a small, compact volume, well indexed and clearly 
printed on good stock. Adequate illustrations are pro- 
vided. It is of value not only to the medical specialist, the 
cardiologist, but to every practitioner of medicine, and 
should be almost as handy to each one as his stethoscope. 


R.W.B 


PARDON MY SNEEZE. The Story of Allergy. By Milton 
Millman, M.D., Fellow, American College of Allergists; 
Member, American Academy of Allergy; Past President, 
San Diego Biomedical Research Institute. 216 pages. Price 
$4.00. 


Doctor Millman gives all the theories and problems of 
allergy in all of its stages with descriptions, complaints 
and immense amount of useful material in the form of diets. 
Special diets are recommended for various allergies and for 
people who are allergic to special foods, with suggestions on 
how to substitute for them. 

The book, which is pocket size with a stiff pasteboard 
cover, is well printed and well constructed with large type 
which can be easily read. 

We enjoyed reading the book. It will be very handy 
for allergic patients and their families. 


MEDICAL HISTORY TAKING. By lan Stevenson, M.D., 
Professor of Psychiatry and Chairman, Department of 
Neurology and Psychiatry, University of Virginia School 
of Medicine. New York: Paul B. Hoeber, Inc., Medical 
Division of Harper & Brothers, 1960. Price, $6.50. 


Certainly, no one can deny the importance of a proper 
history in the daily practice of medicine. It is true that 
most texts on physical diagnosis deal only briefly with 
history-taking and the art of interviewing a patient. This 


JMSMS 





THE DOCTOR’S LIBRARY 


book attempts to promote efficiency in the techniques of 
the medical interview and should prove to be useful to 
medical students, primarily, but also to practitioners, who 
would like to improve their ability in this important part 
of their daily work. 

The physician-patient relationship is discussed, attitudes are 
stressed, and the importance of suiting one’s language to the 
patient’s comprehension is emphasized. Following a discus- 
sion of the procedures and processes of the medical interview, 
the history of the present illness is taken up in detail, 
and special questions about common symptoms which should 
be elicited, should be discussed. The patient’s attitude to- 
ward his illness is considered of importance in eliciting the 
history. The family, personal and past history, are discussed, 
in that order. The importance of providing directions or 
topics of significance is discussed and suggestions are of- 
fered on the techniques to be utilized. Such are important 
particularly in the psychological and emotional fields. Tech- 
niques of helping patients to talk freely are discussed, as 
well as how to guide an interview. 

The reviewer believes the book contains many helpful 
suggestions in the art of history taking, and should be valu- 
able to the medical student if he has time to delve into 
the subject to this degree. It is an excellent guide for in- 
struction in this important subject. 

R.W.B. 


WHAT PRICE MEDICAL CARE? A Preventive Prescription 
for Private Medicine. By the author of The Australian Na- 
tional Health Plan, a former Prime Minister and Minister 
for Health of Australia—Doctor the Rt. Hon. Sir Earle 
Page, G.C.M.G., C.H., M.B., CH.M., F.R.A.C.S., F.R.C.S. 
(HON.), D.SC. (HON.), M.P., Chancellor of University 
of New England. With Introduction by E. A. Van 
Steenwyk. J. B. Lippincott Company. Philadelphia and 
New York. Price $3.50. 


Sir Earle Page, the author of this book, was at the head 
of the medical program in Australia and at one time was 
Prime Minister of Australia. The Australian medical care 
program bears his name. He has been intimately associated 
with medical practice for more than sixty years, running 
hospitals, establishing a hospital, being a surgeon for many 
years, active in governmental work in the administration of 
health services and familiar with the problems which the 
doctors of Australia have. He served in the first World 
War, visited the Mayos on his way back home. In Australia, 
friendly societies and numerous insurance plans have been 
in effect for more than 100 years. During his administrative 
period as health commissioner, some other schemes, as they 
were called, were worked out. A program was developed in 
Australia which he fairly well describes. 

This program is a partially governmental program, the 
government paying certain definite amounts for indicated 
services, the insurance plan paying a certain amount, and 
the doctor charging the family more if he deems it necessary. 
This had to be done to avoid complete socialized medicine. 
The present program started in about 1951. Doctor Page 
made several trips to America, and he invited two of the 
American administrators to Australia, Wm. McNary of Mi- 
chigan Hospital Service and E. A. Van Steenwyk of the 
Philadelphia Plan. He mentions the American plans in many 
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places throughout the book—mostly Blue Cross, but fre- 
quently Blue Shield—gives reasons for high medical costs 
and proper excuses for them. He devotes a chapter to 
abuses and misuses, “avoiding an incubus,’ and has a 
chapter on “Prevention Pays Big Dividends.” ‘The Aus- 
tralian plan requires a physical examination twice a year 
as a preventive measure and he claims it pays well. We 
were very much intrigued with this book and believe that 
many of our leaders in medicine in America could profit 
very well by reading it. Sir Earle Page believes that he 
has the answer for many of our American problems and is 
willing to give them to us in exchange for the much that 
American medicine has taught him. There are no new 
suggestions. We have heard them all in our Michigan 
programs, but coming from a different angle and put in 
different words, they are worthy of consideration. 


CELLULAR ASPECTS OF IMMUNITY, CIBA FOUNDA- 
TION SYMPOSIUM. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P. 
and Maeve O’Connor, H.A. 177 illustrations. Boston: 
Little, Brown and Company, 1960. Price, $10.50. 


This is a record of the scientific proceedings concerning 
a discussion on the basic processes of immunity, sensitiza- 
tion, and antibody production. Thirty-two world authorities 
in their respective fields participate in this rather highly tech- 


nical discussion 
The book follows the format of most of the series from 
the Ciba Foundation. It is particularly recommended for 


allergists and immunologists. 
R.W.B. 


OVER 80 YEARS’ 
SPECIALIZED EXPERIENCE 
IN THE RESTORATIVE 
TREATMENT OF 


“THE PROBLEM 
DRINKER” 


At The Keeley Institute your patients 
are assured of receiving: 
e the most modern, coordinated, comprehensive, 
rehabilitative regimen 
@ in addition to medical, nutritional and physio- 
therapeutic treatment, we also offer psychiatric 
diagnosis and psychotherapy 
e full cooperation throughout with the referring 
physician 
@ in addition to the care of the alcoholic we also 
treat narcotic and drug addiction 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
excellent cuisine 
You can obtain more detailed information 
by writing us direct. 
WE WELCOME YOUR REFERRALS... 


THE KEELEY INSTITUTE 
DWIGHT, ILLINOIS 


Member American Hospital Association, Member Illinois Hos- 
pital Association. Licensed by the Department of Public Health, 
State of Illinois. 
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BOOKS RECEIVED 


THE HUMAN FRAME. By Giovanna Lawford With a Fore- 
word by Dr. Margaret Mead. Anchor Books. Garden City, 
New York: Doubleday & Company, Inc., 1961. 


EPIDEMIC. By Frank G. Slaughter. Garden City, New York: 
Doubleday & Company, Inc., 1961. Price, $3.95. 


SQUIBB PRODUCT REFERENCE. For The Medical Profes- 


sion. Janaury, 1961. 


P-Q-R-S-T, A GUIDE TO ELECTROCARDIOGRAM 6IN- 
TERPRETATION. Fourth Edition. By Joseph E. F. Rise- 
man, M.D., Assistant Clinical Professor of Medicine, Har- 
vard Medical School; Visiting Physician, Beth Israel Hos- 
pital, Boston, Massachusetts. New York: The Macmillan 
Company, 1961. Price, $6.50. 


FROM FISH TO PHILOSOPHER. The Story of Our Inter- 
nal Environment. By Homer W. Smith. Ciba Edition, Re- 
vised and Enlarged. 


PRACTICAL CLINICAL MANAGEMENT OF ELECTRO- 
LYTE DISORDERS. By William J. Grace, Director of 
Medicine, The St. Vincent’s Hospital of the City of New 
York; Professor of Clinical Medicine, New York University 
School of Medicine. Formerly, Associate Professor of Medi- 
cine, Cornell University Medical College. Appleton-Cen- 
tury-Crofts, Inc. New York. $4.95. 


ILLUSIONS AND DELUSIONS OF THE SUPERNATURAL 
AND THE OCCULT. (The Psychology of the Occult). 
By D. H. Rawcliffe. New York, N. Y.: Dover Publications, 


Inc., 1961 


LETTERS TO MY SON. By Wendell J. S. Krieg, Professor 
of Anatomy, Northwestern University Medical School 
Evanston, Illinois: Brain Books, 1961. Price, $3.00. 


BASIC FACTS OF BODY WATER AND IONS. By Stewart 
M. Brooks, M.D., Science Instructor, Lasell Junior College, 
Auburndale, Mass.; Instructor in Pharmacology at Boston 
City Hospital School of Nursing, and Children’s Hospital 
School of Nursing, Boston, Mass. New York, N. Y.: 
Springer Publishing Company, Inc., 1961. Price, $2.75. 


A POLYCHROME ATLAS OF THE BRAIN STEM. By 
Wendell J. S. Krieg, Professor of Anatomy, Northwestern 
University Medical School. Chicago: Northwestern Uni- 
versity Press. Price, $3.00. 


REGULATION OF THE INORGANIC ION CONTENT OF 
CELLS. In honor of Prof. E. J. Conway. Ciba Foundation 
Study Group No. 5. Editors for the Ciba Foundation: 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P. and 
Cecilia M. O’Connor, B.Sc. 16 illus. Boston: Little, Brown 
and Company, 1961. 


NEW AND NONOFFICIAL DRUGS. An Annual Compila- 
tion of Available Information on Drugs, including Their 
Therapeutic, Prophlactic and Diagnostic Status, As Evalu- 
ated by The Council on Drugs of the American Medical 
Association. Philadelphia and Montreal: J. B. Lippincott 
Company, 1961 


W. K. KELLOGG FOUNDATION ANNUAL REPORT, 1960. 
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Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty 











WANTED: Physician with experience in chest diseases. Full 
time position in modern, fully equipped TBC unit in 
progressive State Hospital situated in vacationland city 
on Grand Traverse Bay. Salary $12,000 to $14,500. Many 
fringe benefits. Contact M. Duane Sommerness, M.D., 
Medical Superintendent, State Hospital, Traverse City, 
Michigan. 


FOR RENT: Medical suite with practicing dentist and owner 
Has many economic features for low overhead not offered 
in most offices. Large parking area, air conditioning, some 
furniture included in reception area, large study with 
wood paneling and built-in desk and book case. Other 
advantages include outdoor sign established, all utilities 
and janitorial duties included in rent. Location next to 
corner of Nine Mile and Pinecrest, one mile from Wood- 
ward, Ferndale near Oak Park. Excellent for established 
specialist. Call LIncoln 7-4401. 


PHYSICIAN WANTED, as an associate in a well-established, 
large practice in southern Michigan. Prefer man with 
surgical experience interested in a partnership. Well- 
appointed offices in hospital with X-Ray and Laboratory 
facilities. Consider this a golden opportunity for the 
right man. Preference will be given to personal contacts. 
May also consider Locum Tenens for part of July and 
August. Reply Box 2, 120 W. Saginaw Street, East Lansing, 
Michigan. 


PLAN FOR PSYCHIATRIC residency starting July, 1962? 
Sept. 1, 1961 is our deadline for applying for stipends 
in the NIMH General Practitioner Program! Three-year 
approved—Michigan’s vacationland—Balanced didactic and 
clinical training in comprehensive program: Salary range 
Five Year Career Program: $7,162, $8,436, $10,189, $11,463, 
$11,964. Dr. C. W. Page, Training Director, Traverse 
City State Hospital, Traverse City, Michigan. 


WANTED: Physician as full-time salaried assistant in ad- 
ministrative medicine. Challenging assignment in large 
health organization. Michigan licensure required. Mature 
judgment with experience in practice or training and ex- 
perience in administration or public health desirable. Sal- 
ary dependent upon background. Position available now. 
Reply with background summary to Box 3, 606 Town- 
send Street, Lansing 15, Michigan. 


WANTED: Full-time staff physician on permanent or tem- 
porary basis for 147-bed chronic disease hospitals, with 
active rehabilitation program. Modern home plus main- 
tenance available. Salary commensurate with experience 
and training. Michigan licensure or reciprocity necessary. 
Apply: Harold M. Owen, Administrator, American Legion 
Hospital, Battle Creek, Michigan. 


JMSMS 








ONAL My 
ee Na 
Mi 
a 
Since 1932 


- 
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TESTED = Rx = APPROVED 


By 


Professional Management 


+ To THE NEW PM WRITING BOARD 


ONE Produces a receipt 
WRITING 
ONLY Permits photo-type statements 


Provides an up-to-date statement 
Posts the patient’s account 


Makes the day book record 
Minimizes bookkeeping 
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Plainwell 
Sanitarium 


PLAINWELL, MICHIGAN 
Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Keeley Institute 





Professional care for the nervous 
and mentally ill. 


Telephone MUrray 5-8441 
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twin g. 1. symptoms? 
pain 
spasm 


twin g. 1. problems? 
hyperacidity 
hypermotility 





escribe “twin action” 


tig 


w ap@icholinergic-antacid chewable tablets 


for superior adjunctive therapy of peptic ulcer... 
superior relief of gastritis due to gastric hyper- 
acidity and g.i. hypermotility 

ALUCEN contains a new low-dosage anticholinergic, 
methscopolamine nitrate, for efficient antisecretory- 
antispasmodic control...5 to 6 times as active as 
atropine yet low in atropine-type side effects 

plus 

a superior new antacid complex — aluminum hydrox- 
ide-magnesium carbonate co-dried gel — outstanding 
for rapid, sustained pH control in the desirable thera- 
peutic range of 3.5 to 4.5 with minimal likelihood of 
constipation, 

Each “twin action” ALUCEN tablet contains: 1 mg. 
methscopolamine nitrate and 380 mg. aluminum 
hydroxide-magnesium carbonate co-dried gel (U.S. 
Patent 2,797,978), as a palatable, mildly peppermint- 
flavored chewable tablet. 

Usual Dosage: 1 or 2 tablets after meals and at bed- 
time, or as required in the control of pain. Total 
daily dosage should not exceed 10 tablets. 

Supplied: Bottles of 100 and 500 tablets. 

*Trademark @ 


e Complete literature on request e 
ALUCEN § 
v 


THE CENTRAL PHARMACAL COMPANY 


Products Born of Continuous Research 
Seymour, Indiana 
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AN AMES CLINIQUICK" 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 


when the patient 
needs 


increased bile flow... 


DECHOLIN 


Cera ohaeinereareire acid, AMES) 


“Constant loss of bile |from relaxation 


of sphincter of Oddi following cholecyst- 
ectomy] reduces the amounts available 
for lipid absorption after meals, with 
resulting clinical symptoms apparently 
relieved by bile acid administration.” 
Source: Popper, H., and Schaffner, E 
Liver: Structure and Function, New 
York, McGraw-Hill 1957, p. 309. 
{vailable: DecHoLin. Tablet (dehydroch 


acid, AMES) 334 gr. (250 mg.). Bottles o 
500, and 1,000 


and for hydrocholeresis plus 
spasmolysis ... 
DECHOLIN® WITH BELLADONNA 

holic acid with be nna, AME 


DECHOLIN, Bellad 


AMES 


COMPANY, INC 











taste-tested 
by experts 


® 


Chewable Vitamins 


TRI-ViI-SOL® -. POLY-VI-SOL® - DECA-VI-SOL® 


In recent taste tests by over 800 children, the flavor 
of Vi-Sol chewable vitamins was preferred con- 
clusively over other chewable vitamin tablets...as 
much as 2 to | in some cases. 


Vi-Sol chewable vitamins now have new, improved 
formulations...authoritatively based* but modified 
to fulfill the practical needs of today’s children. With 
these revisions, Vi-Sol chewable vitamins provide 
safe, rational, practical levels of C, D and A for the 
growing child— preschool to adolescent. 

*Recommended Daily Dietary Allowances established by the National Re- 
search Council, and endorsed by the Council on Foods and Nutrition of 


the American Medical Association, “Vitamin Preparations As Dietary Sup- 
plements and As Therapeutic Agents,” J.A.M.A. 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of serv in medicine 








